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High serum levels of antibacterial activity mean fewer treat- 
ment failures in severe infections or in infections only mar- 
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New York 18, N. Y. 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 

New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 


Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound” or alkalosis. 


Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity — from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis — from 2 to 4 tablets every two to four hours. Tablets may 
be chewed, swallowed whole with water or milk, or allowed to dissolve 
in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 


1. Data in the files of the Department of Medical Research, Winthrop 
Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
Pharm. A. (Scient. Ed.) 48:384, July, 1959. 


for peptic ulcers gastritis = gastric hyperacidity 


1467" 


THE JOURNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 











mi 





aw 
— 


The Journal of The 
SOUTH CAROLINA 


Medical Association 
MAY, 1961— VOL. 57 NO. 5 


CONTENTS 





EDITOR 


OSEPH I. WARING, M. D. 
2 Rutledge Avenue 
Yharleston, S. C. 


EDITORIAL BOARD 


P. CAIN 
D. GUESS 
. J. MILLING 
|. R. PRATT-THOMAS 
INCE MOSELEY 
EN MILLER 
. H. PRIOLEAU 


M. POLLITZER 
ALE GROOM 


DVERTISING MANAGER 


IRS. B. MOTTE 
19 West Evans St. 
orence, S. C. 


OUTH CAROLINA MEDICAL ASSOCIA- 
TION OFFICERS 1960-1961 


\SEPH P. CAIN, JR., President 

J. WORKMAN, Vice President 
HARLES N. WYATT, President-Elect 
)BERT WILSON, Secretary 
HOWARD STOKES, Treasurer 


OUNCILORS 


AY EVATT, Ist District 

F. BURNSIDE, 2nd District 
J. SCURRY, 3rd District 

P. BOOKER, 4th District 

HN BREWER, 5th District 
M. PERRY, 6th District 
)RMAN EADDY, 7th District 
H. GRESSETTE, 8th District 
M. FLEMING, 9th District 


DELEGATES TO THE AMERICAN MEDICAL 
ASSOCIATION 


Delegates 

WILLIAM WESTON, JR. 

CGEORGE DEAN JOHNSON 
ternates 

FRANK OWENS 

C. N. WYATT 


EXECUTIVE SECRETARY AND BUSINESS 
MANAGER 

MR. M. L. MEADORS 

09 West Evans Street 

Florence, S. C 

THE JOURNAL OF THE SOUTH CAROLINA MEDI- 

CAL ASSOCIATION—Published monthly by The South 

Carolina Medical Association, 309 West Evans Street, 


Florence, South Carolina. Subscription Price: $5.00 a 
Year. Second Class Postage Paid at Greenville, S. C. 


May, 1961 





ORIGINAL ARTICLES 
Gangrenous Cholecystitis after Prostatectomy or other Unrelated 
Surgery and Unrelated Trauma—Kenneth M. Lynch, Jr., M. D..209 


Idiopathic Hypercalcemia—William Weston, Jr., M. D., and E. 
oN eo S| eae 


Current Problems in Thyroid Disease—Furman T. Wallace, M. D.., 
Richard S. Wilson, M. D., and Michael F. Patton, M. D. _____-216 


Ophthalmodynamometry in the Diagnosis of Insufficiency of the 
Internal Carotid Artery—George S. Croffead, M. D. __--._-____220 


The Philosophy of Electro-shock Therapy—Chapman J. Milling, 
M. D. 


ssi lcaleeiaciclesiapadiea tap aseitide eae ebals via tle ik hgvie aden decaebclicendak aisoscabcan cncinissciciianiie Gace 


Bleeding ps my Varices in Children—Charles B. Hanna, 
M. D., and Walter D. Hastings, Jr., M. D. 226 


MEDICAL COLLEGE CLINICS 
Electrocardiogram of the Month—Right Axis Deviation with Myo- 
9 


cardial Infarction—Dale Groom, M. D. __--------------__-_-2! 30 
EDITORIALS 
EE IE RET aN, EN EE LES, 
Economics of the House Staff _............__._______________285 
The Medical Examiners Troubles __........._..___-____________236 
FEATURES 
I I a a i 
Se ee 
0 ee, ee ee ER 
I a ee 
Pap for Senior Citizens — Forrest Davis _......._._____________243 
The Arden House Conference on Tuberculosis as it Relates to South 
ne ee ee 
I NS a se a 247 





Contributions of Original Articles 


Length of Artiele—Ordinarily articles should not exceed 3,000 words (approxi- 
mately 3 printed pages). Under exceptional circumstances only will articles of over 
4,000 words be published. 

Manuscripts—Manuscripts should be typewritten, double spaced, and the original 
and a carbon copy submitted. 

Illustrations—Ordinarily publication of 2 or 3 illustrations accompanying an 
article will be paid for by THE JOURNAL. Any number beyond this should be 
paid for by the author. 

References—Should conform to the following order: name of author, title of 
article in small letters, name of periodical, with volume, page, month, day of the 
month if weekly, and year—e. g.: Lee, G. S.: The heart rhythm following therapy 
with digitalis, Arch. Int. Med., 44:554, Dec. 1942. They should be listed in alpha- 
betical order and numbered in sequence. Standard abbreviations for ~~ 
should be used. Other abbreviations should also be standard—e.g. mg., ml., G 


Reprints—Reprints will be made for the author at established standard rates. 


5-A 





6-A 


i Taalhe—mm tal—mm eo) (ololemm ola-1-1-10la—mr-\Ulale 





Rautrax-N lowers high blood pressure gently, gradually ... protects 
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GANGRENOUS CHOLECYSTITIS AFTER 
PROSTATECTOMY OR OTHER UNRELATED 


SURGERY AND UNRELATED TRAUMA 
A PROPOSED SYNDROME 
KENNETH M. LYNCH, JR., M. D. 


Professor of Urology, Medical College of S. C. 
Charleston, S. C. 





Introduction 


he reduction in mortality following 
T prostatectomy over the last fifteen years 

from an acceptable 2.5% on private 
patients and 6% on service patients, to an 
over-all mortality rate less than 1% is due in 
large part to (1) routine medical consultation, 
particularly in regard to the cardiac and pul- 
monary status of the patient, (2) the anes- 
thesiologist, (3) antibiotics, (4) adequate 
blood replacement, and (5) the selection of 
the safest type of prostatectomy for each in- 
dividual patient. To further reduce the in- 
volved risk to a negligible percentage will in- 
volve an awareness of rare complications 
which may be fatal if not recognized and 
treated appropriately. One such complication 
is acute gangrenous cholecystitis which may 
follow prostatectomy or other unrelated sur- 
gery and trauma. 

The author was unaware of this possible 
complication until he encountered it following 
a suprapubic prostatectomy in 1954. He was 
subsequently associated with a similar case 
following fracture of the lower extremity in 
1956, and discovered a third case in our hos- 


Read at the Annual Meeting of the S. C. Chapter 
of the American College of Surgeons, Greenville, South 
Carolina, November 3, 1960. 


pital which followed laryngectomy in 1958. 
Both patients in whom the cholecystitis fol- 
lowed operations had emergency chole- 
cystectomy and recovered; that following 
trauma was not diagnosed and the outcome 
was fatal. 


A search of the literature discovered a re- 
port in 1956 by Levin’ of four similar cases, 
two of which followed suprapubic _pros- 
tatectomy and all of which resulted in the 
death of the patient. Since Levin was able to 
find 40 reported cases of acute gangrenous 
cholecystitis, and since three additional cases 
were reported in 1957 by Beck and his asso- 
ciates,* we felt that a report of our three cases 
and an analysis of the symptomatology, patho- 
genesis and possible etiology would be justi- 
fied in that it might alert surgeons to aware- 
ness of this insidious and often fatal complica- 
tion of unrelated operations and trauma. 


Case Reports 


Case 1: M. G., Baker Memorial Hospital, No. 61571, 
a 65 year old moderately obese diabetic Jewish male, 
was admitted to the hospital on May 24, 1954 because 
of gross hematuria and difficulty of urination due to 
hyperplasia of the prostate. Because of vague right 
upper quadrant tenderness, a cholecystogram was ob- 
tained and showed a normally functioning gallbladder 
with no evidence of cholelithiasis; his history was 


negative for biliary symptoms. Suprapubic _pros- 








tatectomy was performed on June 4. His postoperative 
febrile response subsided to normal on the second 
day, (Figure 1) and he had only the usual complaints 
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following prostatectomy. Late in the afternoon of 
June 7, the third postoperative day, he complained of 
epigastric pain which became so severe that medical 
consultation was requested at 9:30 P. M., acute myo- 
cardial infarction being entertained as a_ possibility. 
He was a little nauseated but did not vomit. The white 
blood count was 18,300 and his temperature was 99.4. 
There was marked tenderness in both upper quadrants 
of the abdomen, but especially of the right. There was 
no audible peristalsis. It was the opinion of the medi- 
cal consultant that he had acute peritonitis, possibly 
chemical, due to the escape of urine into the peri- 
toneal cavity. The surgical consultant, who was called 
to see the patient at 10:30 P. M. agreed that the 
patient had an acute abdominal condition and felt 
that a perforated gastric ulcer was the most likely diag- 
nosis, with acute pancreatitis the second possibility. 
Laparotomy was performed at 11:15 P. M. and a 
small amount of purulent fluid containing bile was 
evacuated from the upper abdomen. The omentum 
was loosely adherent to the gallbladder which was 
tremendously distended and firm. The wall of the 
gallbladder was edematous and friable, and tore easily 
when touched; it contained a large amount of dark 
cloudy bile and three small stones. The common duct 
and pancreas were normal. Microscopic sections of 
the gallbladder wall showed acute inflammatory re- 
action. The patient's course following cholecystectomy 
was uneventful. He was discharged from the hospital 
14 days following the prostatectomy and 10 days fol- 
lowing cholecystectomy. 

Case 2: W. K., Medical College Hospital, No. 18797, 
a 69 year old moderately obese Caucasian male, was 
admitted to the hospital on October 13, 1958 becuse 
of epidermoid carcinoma of the larynx. His medical 
history was specifically negative for biliary symptoms, 
but an upper gastro-intestinal x-ray series had been 
performed some years previously for abdominal pain. 
Total laryngectomy and tracheostomy was performed 
on October 15. His abdomen was described as being 
soft in the immediate post-operative period. On the 


morning of October 19, the fourth post-operative day, 
he complained of epigastric pain after a fatty meal 
given by a gastric tube, and later in the day of right 
upper quadrant pain. Tenderness was noted in the 
right upper quadrant and a questionable mass was 
described in this location. There was rebound tender- 
ness referred to the right lower quadrant and the 
resident entered the observation that the patient 
“might have cholecystitis”. The white blood count was 
16,050 /cu. mm. An x-ray film of the abdomen showed 
no opaque gallstones. His fever had gradually climbed 
following laryngectomy and was 101.2° F. (Figure 2). 








The attending surgeon felt that the patient had either 
acute cholecystitis or acute appendicitis and laparotomy 
was performed at 8:15 P. M. There was an estimated 
200 ml. of green-stained fluid in the peritoneal cavity 
in the gallbladder area. The gallbladder was greatly 
distended, thin walled, and there was “early gang- 
rene’. It contained numerous dark, pigmented stones 
varying from 3 to 6 mm. The common duct was thin 
walled and contained no stones. A bacteriological cul- 
ture of the gallbladder was negative. Pathologic ex- 
amination showed acute inflammatory reaction. His 
course following cholecystectomy was uneventful and 
he was discharged on the sixteenth post-operative day. 
Case 3: T. B., Roper Hospital, No. A-54211, a 65 year 
old moderately obese Caucasian male, was admitted to 
the hospital on March 4, 1956 with fractures of the 
left tibia and fibula, after having been struck by an 
automobile. It was recorded that he had always been 
in good health but the absence of biliary symptoms 
was not specifically mentioned. The abdomen was 
negative on the admission examination. Soon after the 
application of a long leg cast, he complained of lower 
abdominal pain and was found to have a distended 
bladder due to’ prostatic hyperplasia. After insertion 
of an indwelling urethral catheter, which obtained 
650 ml. of urine showing microscopic hematuria, it 
was noted that he showed no signs of abdominal in- 
jury. During the following 24 hours, he developed 
increasing abdominal distention. The referring family 
physician made the observation that he had been 
treated in the past for alcoholic gastritis and, since he 
was intoxicated on admission, it was felt that his 
abdominal findings might be attributed to this. Dur- 
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ing the second day he developed vague abdominal 
pain, fever of 102.4° F., and tenderness in the right 
flank which caused the medical consultant to raise the 
possibility of right renal contusion. Late in the second 
day, his blood pressure fell from his normal hyper- 
tensive level to 130 mm. Hg. systolic, vomiting ensued, 
and his urinary output fell significantly. The uro- 
logical consultant suggested the possibility of renal 
infarction due to fat emboli from the leg fractures. He 
was seen by a surgical consultant on the third day 
who made no comment regarding a diagnosis until the 
seventh day when he commented that he believed that 
the abdominal distention was due to aerophagia. The 
medical consultant observed that he agreed with this 
opinion since the patient felt better and since he had 
been afebrile for several days. The patient’s tempera- 
ture rose again on the ninth day and on the tenth day 
the surgical consultant noted that this was probably 
due to pulmonary atelectasis since the abdomen was 
flat and not tender. The fever subsided on tracheal 
aspirations for several days and then spiked to 
104.6° F. on the 14th day. The abdomen again be- 
came distended and vomiting ensued and was ac- 
companied by diarrhea. The fever was sustained the 
following day and the surgical consultant raised the 
possibility of abdominal exploration for possible partial 
intestinal obstruction, even though an x-ray film of the 
abdomen was interpreted as showing only ileus, if his 
pneumonia could be brought under control. Despite 
adequate antibiotic therapy and fluid and electrolyte 
regulation by the medical consultant, the patient died 
on the morning of the 16th day. Since he had a 
gradually climbing blood urea nitrogen to uremic 
levels, the clinical cause of death was recorded as 
pneumonia, renal infarction due to fat emboli, and 
paralytic ileus due to undetermined cause. Necropsy 
discovered what was macroscopically a gangrenous 
cholecystitis with perforation and abscess, although 
microscopic examination of the gallbladder showed 
only autolytic changes throughout the wall with no 
evidence of inflammation. There was also acute sup- 
purative lobular pneumonia, acute infarcts of the liver 
and spleen, acute focal pancreatitis, and a Richter’s 
hernia with perforation and abscess; the kidneys 
showed only arterio- and arteriolonephrosclerosis. 
Discussion 

In an analysis of 345 consecutive patients 
treated for acute cholecystitis, McCubbery and 
Thieme’ in 1960 observed that free perforation 
of the gallbladder very rarely occurs as a fatal 
complication of known cholecystitis and that 
it usually occurs as an abdominal catastrophe; 
they concluded that there are no signs and 
symptoms typical of perforation of the gall- 
bladder. In a similar analysis of 1,060 patients 
with acute cholecystitis, Becker, Powell and 
Turner® observed in 1957 that three of their 
patients died on the medical service of un- 
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suspected cholecystitis with perforation and 
generalized bile peritonitis proven by necropsy, 
and that a similar situation obtained in three 
others whose acute cholecystitis developed 
while they were convalescing from unrelated 
operations. 


Massie, Coxe, Parker and Dietrick* analyzed 
a series of 1,253 consecutive gallbladder opera- 
tions in 1957 and found perforations in 1.44 
per cent. They felt that perforation is the end 
result of acute cholecystitis and that the 
causes are (1) cystic duct obstruction, (2) the 
presence of concentrated bile in the gall- 
bladder, and (3) infection. They concluded 
that infection plays only a secondary role since 
Andrews and Henry’ had demonstrated in 
1953 that qualitatively and quantitatively there 
was little difference in the cultures of acutely 
inflamed and microscopically normal gall- 
bladders. Massie and his associates further ob- 
served that the pathologic change in the gall- 
bladder in acute cholecystitis consists of 
thickening and increased opacity of the wall, 
vascular engorgement, thrombosis, edema, 
ulceration, suppuration, and local and diffuse 
gangrene. They commented that this gangrene 
is seen with a patent cystic artery, which 
differs from gangrene of other organs in that 
arterial obstruction is the usual cause. 

This observation of Massie and his asso- 
ciates gives support to the work of Womack 
and Bricker* in 1952 which indicated that the 
cause of the gangrene of the gallbladder is 
trauma from concentrated bile rather than 
arterial insufficiency. They demonstrated that 
concentrated bile is chemically irritating. They 
noted that complete obstruction of the cystic 
duct does not produce inflammation of the 
gallbladder if the entrapped bile is replaced 
with normal saline. They demonstrated that 
complete obstruction of the duct with the bile 
left imprisoned in the gallbladder produces 
inflammation similar to that found in acute 
cholecystitis, and that the most concentrated 
bile produced the most severe inflammation. 


In reporting his four cases in 1956, Levin' 
remarked that “it is little appreciated that 
acute cholecystitis may occur as a serious com- 
plication after surgery for unrelated disease”. 
His review of the literature included 17 cases 
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reported by Glenn’ in 1947, 6 cases reported 
by Sparkman* in 1952 and 17 cases reported 
by Schwegman and DeMuth’ in 1953. Of these 
cases 75 per cent were males and 75 per cent 
had stones. The onset of symptoms ranged 
from one to 22 days following operation, being 
less than 10 days in most. Little or no mention 
is made of possible previous gallbladder dis- 
ease. Of the four fatal cases reported by Levin, 
one developed symptoms 7 days following ileo- 
colic resection, one developed symptoms 4 
days and one day respectively following multi- 
ple eye surgery, and two followed two stage 
suprapubic prostatectomy by 33 and 6 days, 


FIGURE 3 


Conclusions 

Our three cases, added to the 47 cases pre- 
viously reported in the literature between 1947 
and 1957, support a postulated and proposed 
syndrome (Figure 3) of acute cholecystitis, 
usually resulting in gangrene and perforation, 
in elderly obese males with previously silent 
non-opaque gallstones, occurring after un- 
related surgery with particular reference to 
suprapubic prostatectomy, usually prior to the 
tenth day. 

The suggested etiology is that of chemically 
irritating concentrated bile, collected in the 
gallbladder during the period of pre-operative 


Case No. Age Sex Operation oe of’ Obesity Stones Died 

1 61 M Two Stage 23 and 6 Very No Yes 
Levin Prostatectomy 

2 73 M Two Stage 4 and 1 Moderately No Yes 
Levin Eye Surgery 

8 76 M Two Stage 9 and 2 Moderately No Yes 
Levin Prostatectomy 

4 67 F Tleocolic 7 Slightly Yes Yes 
Levin 

: 65 M One Stage 4 Moderately Yes No 
Lynch Prostatectomy 

69 M Laryngectomy 4 Moderately Yes No 

Lynch 

rj 65 M Fracture Lower 2 Moderately No Yes 
Lynch Extremity 


and by 9 and 2 days. 

Glenn postulated in 1947 that bile is con- 
centrated in the gallbladder during the fasting 
period associated with most surgical pro- 
cedures and that when oral feedings are re- 
sumed, the gallbladder contracts in response 
and a stone or viscid bile may be forced into 
the cystic duct. 


and post-operative fasting, trapped within the 
gallbladder when its contraction, caused by 
the re-institution of food in the stomach, causes 
the occlusion of the cystic duct by a previously 
silent stone or inspissated bile. 

The presenting symptoms (Figure 4) al- 
though vague and difficult to evaluate be- 
cause of the unrelated previous surgery, are 


FIGURE 4 


Case No. Shock Fever Distention Vomiting P. ase all WBC a yo 
1. Levin Yes Yes 14,000 

2. Levin Yes Yes Yes 11,400 

3. Levin Yes Yes Yes 49,100 

4. Levin Yes Yes 

5. Lynch No 99.4 Yes Nausea Yes 18,300 Yes 
6. Lynch No 101.2 Yes No Yes 16,050 Yes 
7. Lynch Yes 102.4 Yes Yes Yes 12,850 Yes 
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(1) fever, (2) usually abdominal distention 
with nausea and possibly vomiting, (3) 
occasionally shock, and (4) in our experience, 
epigastric pain which may become generalized 
abdominal pain. The only signs are (1) leuko- 
cytosis from 11,400 to 49,000 (our two salvaged 
patients had counts of 18,300 and 16,050) and 
(2) abdominal tenderness which is not always 
in the gallbladder area. 


Comments 
A negative medical history for biliary symp- 
toms and a normal cholecystogram prior to 
the unrelated surgery does not rule out the 
possibility of this post-operative syndrome. 
Palpation of a normal gallbladder at the time 
of the unrelated surgery does not contra- 


indicate the entertainment of a diagnosis of 
acute cholecystitis in the post-operative period. 
Acute cholecystitis should be kept in mind as 
a possibility during the post operative period 
in patients falling into the category proposed 
above, namely the obese elderly male wth un- 
expected fever, abdominal distention, nausea, 
epigastric or generalized abdominal pain, leu- 
kocytosis and vague unlocalized abdominal 
tenderness during the ten day period following 
any surgical procedure, after a satisfactory 
early post-operative course. Post-operative 
complaints should not be accepted as routine 
sequelae of recently performed surgery. 

I wish to thank Dr. John Hawk for permission to 


report Case 2 and Drs. Arthur V. Williams and Louie 
B. Jenkins to use Case 3. 
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IDIOPATHIC HYPERCALCEMIA 


WILLIAM WESTON, JR. 
E. KENNETH AYCOCK 
Columbia, S. C. 





ypercalcemia is probably much more 
H common than reported, and probably 
because it is not considered and re- 
mains unrecognized. Idiopathic hypercalcemia 
was first described by Lightwood in England 
in 1952.' There are some places in England 
and Scotland where more than 5% of the hos- 
pital admissions between the ages of 6 to 12 
months consist of patients with hypercalcemia. 
This figure is exceeded only by respiratory in- 
fections, feeding problems and otitis media. 
The characteristic appearance of the infant in 
addition to the slow development should give 
some clue as to the fault at hand. 
Case 1.—A white female, the third sibling of a normal 
family, (birth weight, 5 pounds, 5 ounces), was first 
seen at three months. The child had a rash attributed 
to vitamins, as when the vitamin supply was dis- 
continued the rash cleared. There was a very large 
umbilical hernia present. The patient had a wild stare 





Read at the Annual Meeting of the South Carolina 
Pediatric Society, Columbia, S. C., September 13, 
1960. 


and looked like an elf. She had always been extremely 
irritable, active, and frightened. The patient was 
placed on a hypocalcemic diet. 

The child developed convulsions on January 12, 
1958. Spinal fluid examination was negative. On Janu- 
ary 14, the blood calcium was 14.7; Urea Nitrogen 
18.9; Urea 40.4; Hgb. 14.6 grams (93.5% ). The blood 
calcium on February 25, was 12.1, phosphorus 4.8. 
In May, the blood calcium was 9.4, phosphorus 4.8. 
Case 2—A white female aged 2 years and 3 months, 
was the second sibling of a family with no abnormali- 
ties pertaining to offspring. She was a full term, nor- 
mal infant, weighing 7 pounds, 10 ounces at birth. 
At one month she had allergic rhinitis and eczema. She 
had been getting orange juice voluntarily and not by 
advice. She had diarrhea, not severe, in December 
1959. Development was within normal range but she 
was slow in sitting up (seven months). Her anterior 
fontanelle closed at fifteen months. She had impetigo 
at 17 months. She was put on lactic acid milk with 
cereal as she was spitting up. In March 1960, at the 
age of 23 months, she showed pink hands and feet 
and was readily irritable. There was some thought of 
acrodynia but the child’s whole appearance was sug- 
gestive of the elf-like facies characteristic of hyper- 
calcemia. There was a systolic heart murmur not con- 





These photographs are all of children with idiopathic hypercalcemia, though none of them is described in 
this paper. The left and center pictures are of two patients described by O’Brien, Peppers and Silver (J.A.M.A. 
173:1106, 1960) and used by their kind permission. The picture on the right is that of a patient of Dr. J. R. 
Paul, Jr., who has kindly allowed us to use it. The child shown was aged 11 months and had congenital heart 
disease. His serum calcium was 15.5 mg/100 ml., serum phosphorus 3.6. A second test showed calcium 14.3 
mg. phosphorus 4 mg. and reduction to 10.2 mg. of calcium after treatment. 
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sidered to be of serious import. Her blood calcium was Treatment: 


11.7 mg. She was placed on a hypocalcemic diet. a. Low calcium diet 
Outstanding Criteria of Hypercalcemia b. Low vitamin D intake 
1. Mental Retardation’ c. Cortisone therapy 
2. Hypotonia 
3. Slow Motor Development Summary 
4. Appearance Both of these patients were tremendously 


a. Unusual facies 


improved on the hypocalcemic diet and the 
. Small pointed jaw 5 


elimination of vitamin D. “A recent report in- 
c. Ears rotated forward 5 ’ ; 
d Citentiedl Bites teen dicates that the fundamental defect is a dis- 
e. Pouting of upper lip tortion of cholesterol metabolism whereby an 


o 


Foods Included and Excluded in Low Calcium Diet 


(Qualitative ). 

Type of Food Foods Included Foods Excluded 

Beverage Carbonated beverage Chocolate flavored drinks, cereal 
beverage milk drinks 

Bread White and light rye bread or Whole grain or soybean bread 

crackers 

Cereal Refined cereals Chocolate-flavored cereals; oatmeal 
whole-grain cereals 

Desserts Cakes, cookies, gelatin, pastries, Any other 


puddings; sherberts, all made with- 
out chocolate, milk or nuts; if egg 
yolk is used it must be from 1 egg 
allowance 
Fat Butter, cream, 2 tablespoons daily, Cream except in amount allowed; 
French dressing, fortified mar- mayonnaise 
garine, salad oil, shortening 


Fruit Canned, cooked, or fresh fruit or Dried fruit 
juices 
Meat, egg or cheese 3 oz. daily of any meat, fowl, or Clams, oysters, shrimp and cheese 


fish except clams, oysters, or 
shrimp; not more than 1 egg daily 
including what is used in cooking. 


Potato or substitute Potato, hominy grits, macaroni, Whole grain rice 
noodles, refined rice, spaghetti 


Sweets Candy without chocolate, molasses, Candy made with chocolate, mol- 
milk or nuts; honey, jam, jelly, asses, milk, or nuts; maple syrup, 
sugar, syrups except molasses and molasses 


maple syrup 


Soups Broth, vegetable soup made from Bean or pea soup, cream or milk 
vegetables allowed soup 
Vegetable Any canned, cooked or fresh vege- Rhubarb 


table or juice except those listed 


under “Foods Excluded” 


Miscellaneous Do not eat chocolate, cocoa, milk, 
gravy, nuts, olives, white sauce, 
dried beans, broccoli, green cab- 
bage, celery, collards, endive, 
greens, kohlrabi, leaf lettuce, okra, 
parsley, parsnips, dried peas, ruta- 
bagas, spinach, water cress, lentils. 


to 
uw 
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excessive quantity of an abnormal antirachitic 
steroid is produced in the serum in assocation 
with one of the lipoprotein fractions.”* X-ray, 
even in early cases, frequently shows thickened 
band metaphysial margins of the metacarpals. 
Our patients showed no evidence of abnormali- 
ties on x-ray examination. 
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rom the standpoint of management and 
2) surgical technique, thyroidectomy has 

stabilized into a very satisfactory pro- 
cedure with excellent results. In fact, when all 
of the known precepts of thyroid management 
are followed, it is only in an occasional in- 
stance that the results are not satisfactory. 

In a review of 259 thyroidectomies done by 
us, the results were satisfactory in almost 
every case. The mortality rate was one in 259 
cases. Down through the years certain prin- 
ciples of thyroid management and _ thyroid 
technique have developed and have given 
excellent results in most types of thyroid dis- 
ease. However, because of new developments 
in radioactive isotopes and antithyroid drugs, 
certain new problems in management have 
arisen. Some of these problems have been 
clearly delineated by Prioleau.' 

The diagnosis of hyperthyroidism in a severe 
case is not difficult; however, the mild or the 
borderline case may present a problem. The 
history and physical findings are still the most 
reliable factors in the diagnosis. Laboratory 
tests may be helpful in the confirmation of 
clinical suspicions. The protein bound iodine 
test is widely available and usually reliable. 
When definitely elevated, the PBI indicates 


(Presented at the annual meeting of the South Caro- 
lina Surgical Society, April 16th, 1960, Spartanburg, 
Ss. C.) 





In the review of their own thyroidecto- 
mies, Drs. Wallace and Wilson found that 
the results were satisfactory in almost every 
case. The mortality rate was 1 in 259 cases. 
With the development of radioactive isotopes 
and antithyroid drugs, certain new problems 
have arisen. Radioactive iodine has con- 
tributed a great deal to the diagnosis of 
thyroid problems. It is particularly valuable 
in localizing metastasis from thyroid can- 
cer. 

Previous administration of iodine by 
medication, contrast media, etc., may give 
false readings of the diagnostic tests. Thy- 
roiditis is quite common and the manage- 
ment is discussed. The use of anti-thyroid 
drugs as the only treatment of hypo-thy- 
roidism is still in experimental stages. The 
status of I'*’ in treatment of hyper-thyroid- 
ism has not been determined. Thyroidectomy 
is still the standard treatment of diffuse 
toxic goiter. 











hyperthyroidism, and when low, the PBI in- 
dicates hypothyroidism. In the borderline read- 
ings it is not of much value. 

Uptake studies done with radioactive iodine 
have contributed a great deal to the under- 
standing and management of thyroid disease. 
The I’* uptake has proven to be of consider- 
able value in the diagnosis of hyperthyroidism. 
An elevated I'*’ uptake usually indicates 
hyperthyroidism. The value of localizing meta- 
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stases from functional thyroid cancer has been 
well established and will not be discussed fur- 
ther here. Scanning scintograms with I'** have 
at times delineated neck metastases that were 
otherwise unrecognized.” 


The BMR should be and, when properly 
accomplished, is a good test. It has fallen into 
disrepute because of technical errors and 
machine design. Even with the present 
machines, it is of value when the patient is 
properly prepared and should be used. One of 
the disadvantages of the present machines is 
that the patient must push a bellows or drum 
up and down as he breathes, and many ex- 
perience discomfort and apprehension. All we 
really need to know is the oxygen consumption 
in a certain length of time under certain 
standard conditions. We hope that a satisfac- 
tory machine to measure oxygen consumption 
will soon be developed. 

Because of unfamiliarity with the technical 
difficulties relating to the PBI and I'** uptake 
tests, these very useful tests are frequently 
condemned unjustifiably by those physicians 
who receive results contrary to their clinical 
expectations. A brief review of their under- 
lying principles may be in order. 

The protein bound iodine test measures the 
iodine which is carried in the serum linked to 
protein molecules. Not all the iodine measured 
is in the form of thyroxine. Therefore, it is 
possible to obtain falsely high values when the 
patient has been exposed to either organic or 
inorganic iodine preparations. It is desirable 
to have available a routinely applicable pro- 
cedure which would specifically measure thy- 
roxine. Recently, a test which seems to meas- 
ure only that iodine which is bound to the thy- 
roid hormone has been devised and is called 
the BEI (butanol extractable iodine) test. 
When this becomes more widely used, many of 
the objections to the PBI will have been over- 
come. Suffice it to say generally that the PBI 
will be high if the patient has received iodides 
and low if he has recently received mercurials. 
The time interval required for the PBI to re- 
flect the thyroid function after exposure of the 
patient to iodine varies and is touched on be- 
low. 


The uptake of radioactive iodine by the thy- 
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roid gland is a physiological test of the func- 
tion of the thyroid if we presume that the rate 
of iodine uptake is proportional to the manu- 
facture of thyroxine by the gland. Within very 
broad limitations, this presumption is valid. 
It must be realized that the rate of absorption 
of the iodine from the intestine represents one 
important variable in the oral test. However, 
the most common source of dissatisfaction with 
the procedure is the alteration of thyroid 
activity and the “saturation” of the gland with 
iodine from medications, contrast media, etc. 
The following questions and answers serve as 
a useful guide. 

Q. If a patient is on iodine therapy 
(Lugol’s), when can an I’*’ uptake test be 
done? 

A. One to three weeks are required to 
eliminate inorganic iodine. A three week inter- 
val is recommended. This applies to cough 
syrups, skin topical disinfectants and iodine 
douches also. A high uptake will be of value. 
A low one will raise the question of iodine 
interference. 

Q. If a patient is on iodine therapy, when 
can a PBI be done? 

A. After inorganic iodine is discontinued 
three weeks a PBI can be reasonably accurate. 
Table salt and foods do not affect PBI usually. 


Q. If a patient has received iodine in an 
intravenous pyelogram or a cholecystogram, 
how soon can a PBI and I’” uptake test be 
done? 

A. After an IV pyelogram (Renograffin) 
one to two weeks interval is required. Diodrast 
requires three months. 

After cholecystogram with telepaque 
(iopanoic acid) about six months is required 
for elimination. Iodine is re-absorbed over and 
over from the intestine. We have seen inter- 
ference with the PBI two years after a chol- 
ecystogram. 

Q. If a patient is on iodine, how long before 
therapeutic radioactive iodine can be given? 

A. The best procedure is to stop medication 
and wait three weeks. Radioactive iodine up- 
take is done and if at least a 30% uptake level 
is present, one may proceed. Advantage can 
be taken of the “rebound” activity of this thy- 
roid gland which occurs 24 to 48 hours after 
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cessation of propylthiouracil in order to in- 
crease the uptake of the I’*’. 

Q. If patient is on anti-thyroid drugs or thy- 
roid extract, how long before tests will be ac- 
curate? 

A. Anti-thyroid drugs give a low uptake for 
2 to 8 days. It is best to wait 10 days to be 
sure. Thyroid extract requires 1 to 2 weeks. 
Best to wait two weeks. 

If a PBI or I’* uptake test is inconsistent, 
most errors are due to intake from medica- 
tions, and the patient’s medication list should 
be checked for iodine content. 

The various laboratory aids are of known 
value. However, it must again be emphasized 
that the history and physical findings remain 
the most reliable factors in the diagnosis of 
hyperthyroidism. 

In the foregoing paragraphs we have dis- 
cussed some of the problems that arise in 
hyperthyroidism. But what of the other types 
of thyroid disease? 

Thyroid disease is usually classified as fol- 
lows: 

. Diffuse goiter, toxic 

. Diffuse goiter, non-toxic 
. Nodular goiter, toxic 

. Nodular goiter, non-toxic 
. Adenoma of the thyroid 

. Carcinoma of the thyroid 
. Thyroiditis 

Some of the current problems in diffuse 
toxic goiter have been discussed already. Dif- 
fuse goiter, non-toxic, is simply colloid goiter 
and usually responds to iodine therapy. Nodu- 
lar goiter whether toxic or non-toxic is always 
treated by thyroidectomy. The usual prepara- 
tion is used in toxic nodular goiter to prepare 
the patient for surgery. Management of 
adenoma of the thyroid has been well estab- 
lished.” 

All solitary nodules of the thyroid should be 
removed because of the danger of malignancy. 
Carcinoma of the thyroid has many complex 
problems and will not be discussed here. 

Thyroiditis may be divided into three types. 
Each type of thyroiditis has different problems 
in diagnosis and management which have 
been published in some detail elsewhere.” * 
The three main groups are: 

1. Acute thyroiditis or the suppurative type 


1D Wk OD 


2. Subacute thyroiditis or deQuervain’s dis- 
ease which is also called pseudo-tuber- 
culous or giant cell granulomatous thy- 
roiditis. 

3. Chronic thyroiditis which can be divided 
into 
(a) Hashimoto’s disease which is also 

called struma lymphomatosa 
(b) Riedel’s struma which is also called 
woody or ligneous thyroiditis. 

1. Acute thyroiditis is simply infection and 
suppuration of the thyroid gland by pyogenic 
organisms. 

2. The second type of thyroiditis is subacute 
thyroiditis or deQuervain’s disease. The 
etiology is not definitely established, and the 
possibility of a virus being the cause has been 
considered. The course of the disease is long, 
and the process may last from two weeks to 
several months. Another theory on the etiology 
is that it may be due to an autoimmunization 
with the patient's own colloid.‘ It is interesting 
to note that this type of thyroiditis can be re- 
produced in experimental animals when in- 
jected with the saline extract of their own thy- 
roid tissue.° 

3. Chronic thyroiditis is a broad classifica- 
tion and actually consists of two conditions. 
(a) The first is Hashimoto’s disease. It is 
characterized by infiltration of the thyroid 
gland with lymphocytes. Exploration of the 
thyroid gland is of value in establishing the 
diagnosis and in ruling out carcinoma. Also the 
trachea can be decompressed at this time by 
removal of the isthmus. 

(b) The other type of chronic thyroiditis is 
Riedel’s struma. The process consists mainly of 
fibrous replacement of portions of the thyroid 
gland. The etiology has not been established 
definitely, but the fibrosis of the thyroid gland 
can probably be due to different causes. Sur- 
gical exploration is required to differentiate 
the condition from carcinoma of the thyroid. 
The isthmus and anterior portion of both lobes 
are removed to decompress the trachea. We 
prefer not to use needle biopsy because of the 
danger of seeding carcinoma cells and of the 
inaccuracies in diagnosis. Frazell* has found 
that the error in needle biopsy is too large. 
Hypothyroidism can usually be anticipated in 
any type of thyroiditis and should be watched 
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for carefully. Replacement therapy should be 
started early. 
Discussion 

The place of iodine therapy is well estab- 
lished. It is of particular value in inducing a 
remission in preparation for surgery in the 
milder cases. The use of anti-thyroid drugs in 
preparation of the patient for surgery is also 
well established. The patient can be brought 
back to a more nearly normal metabolic stage 
in preparation for surgery. 

For some time now experimental work has 
been done on the treatment of hyperthyroid- 
ism with anti-thyroid drugs alone. The results 
have been temporarily satisfactory; however, 
the recurrence rate has been too high for this 
to be used as the only treatment. What is the 
role of radioactive iodine in the treatment of 
hyperthyroidism? The status of I’* in the 
treatment of hyperthyroidism has still not been 
determined. Longer term follow-ups are neces- 
sary to establish its place. The treatment of 
hyperthyroidism with I’** should be still con- 
sidered experimental at this time and should 
be limited to centers that can do carefully con- 
trolled studies with adequate follow-up. 

At the University of California (Los 
Angeles) all cases of hyperthyroidism over a 
long period were treated with I’*’.* It would 
probably be better to alternate between treat- 
ment with radioactive iodine and treatment 
with thyroidectomy. This would emphasize 
that it is an experimental procedure and not 
produce misconception in the medical stu- 
dents. It would also provide some training for 
the surgical residents in thyroid surgery. A 
better control series for the study would be 
provided. 

Certain hazards of radioactive iodine have 
been established. The dangers of I'** therapy 
are similar to those of x-ray therapy. Rooney’ 
has found that carcinoma of the thyroid occurs 


much more frequently in children who had 
x-ray therapy for benign childhood conditions 
such as enlarged thymus. Approximately one- 
third of the children found to have thyroid 
carcinoma had received prior radiation for 
non-malignant conditions. 

Also the occurrence of leukemia after ioniz- 
ing radiation has been noted. Lewis" has done 
a follow-up of 1,400 individuals who had re- 
ceived x-ray therapy as infants for enlarged 
thymus. Seven confirmed cases of leukemia 
were encountered. The leukemia occurred on 
an average of 15 years after the x-ray therapy. 
There were no cases of leukemia in a similar 
size control group. It is noted that leukemia 
occurred in one in 200 of the patients who had 
x-ray therapy to the thymus. 

Sheline’ noted the occurrence of thyroid 
nodules in three of eighteen patients that were 
less than 20 years old following I'** therapy. 
The nodules seemed to be true neoplasms, and 
one was classified as a low-grade carcinoma. 

Summary 

A series of 259 thyroidectomies were re- 
viewed. The mortality rate was one in 259 
cases. 

The current treatment of thyroid disease is 
very satisfactory. Some of the new problems 
that have arisen have been discussed. Iodine is 
still of value in the pre-operative preparation 
of the less severe case of hyperthyroidism. 
Anti-thyroid drugs are of great value in pre- 
paring the more severe case of hyperthyroid- 
ism for surgery. 

I'** uptake studies have been a definite ad- 
vance in studying certain cases. The use of 
I’"’ in the treatment of hyperthyroidism is still 
experimental. It should be limited to carefully 
controlled experimental groups with long fol- 
low-up. 

The types of thyroid disease including thy- 
roiditis have been presented. 
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OPHTHALMODYNAMOMETRY IN THE DIAGNOSIS 
OF INSUFFICIENCY OF THE INTERNAL CAROTID 


ARTERY 


ie purpose of this paper is to describe 


ophthalmodynamometry and the work 
that is being done with this technique. 

When the ophthalmodynamometer was de- 
signed by Bailliart in 1917 and when Koch* 
in 1945 contributed his extensive review of the 
literature, all attention was given to the 
measurements and physiology of the pressure 
in the retinal capillaries. Only recently has the 
ophthalmodynamometer been recognized as a 
tool in the diagnosis of insufficiency of the 
internal carotid artery. 

The first branch of the internal carotid 
artery is the ophthalmic artery. Since it is from 
this vessel that the central retinal artery arises, 
the pressure in the latter has been found to be 
indicative of the blood pressure of the internal 
carotid artery. The ophthalmodynamometer 
affords a method of measuring this pressure, 
easily, quickly, safely and accurately. 











The ophthalmodynamometer is a simple in- 
strument consisting of a spring loaded plunger 
within a sliding barrel. The plunger is cali- 
brated to indicate tension in the range of 20 
to 150 grams. The barrel is equipped with a 
brake so that the plunger can be stopped at 
any point for a reading. Following dilatation 
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Ophthalmodynamometry gives us a means 
of detecting insufficiencies of the internal 
carotid arteries by measuring the blood pres- 
sure of the ophthalmic arteries which is 
directly the same as that of the internal 
carotid arteries. A 15% or greater differ- 
ence in the pressures of the two eyes is con- 
sidered significant of insufficiency of the 
internal carotid artery on the side of the 
lower pressure. A case history is presented 
showing the importance of ophthalmo- 
dynamometric studies in both the diagnosis 
and in follow-up after surgical treatment. 
Ophthalmodynamometry and carotid angio- 
graphy are the two most sensitive tests 
available today for determining the status 
of the internal carotid arteries. 











of the pupil with Paredrine or Neosynephrine 
(10% solution) and the local application of 
Ophthaine or Tetracaine (0.5% solution), the 
convex metal foot plate of the ophthalmo- 
dynamometer is placed against the sclera at the 
point of insertion of the lateral rectus muscle. 
While the examiner observes through the 
ophthalmoscope the behavior of the central 
retinal the Bailliart instrument is 
pressed against the globe until arterial pulsa- 
tion occurs. The brake is applied and the in- 
strument is read. This is the diastolic pressure, 
the point at which the intraocular pressure has 
reached that of the diastolic blood pressure. 
The instrument is then replaced and the pres- 
sure applied quickly until the arteries blanch 
and pulsations cease. This is the systolic 
arterial pressure. If one prefers, the systolic 
pressure may be measured by bringing the 
pressure quickly to 150 grams and then de- 
creasing the pressure against the globe until 
pulsation again occurs. The latter technique 
is preferred for two reasons. This greater pres- 
sure is used for a shorter period of time, and 
frequently, in cases with hypertension, there 


vessels, 
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may yet be pulsation at 150 grams of pressure, 
ending the systolic reading immediately at 150 
grams plus. 

We are primarily interested in the difference 
between the arterial pressure in the two eyes. 
Therefore, it is not necessary to convert the 
readings from grams to millimeters of mercury 
if the intraocular pressure is normal. It has 
been the experience of Perry,’ Heyman,’ 
Sveine and Hollenhorst,° Thomas and Petro- 
helis,* that a difference of 15% or greater sug- 
gests significant internal carotid insufficiency 
on the side of the lower reading. 

Thomas and Petrohelos,* in 1953, reported 
pressure measurements of 58 normal cases. The 
difference between the two eyes ranged from 
0 to 15% in the diastolic pressure and 0 to 
12% in the systolic pressure. In eight cases of 
carotid occlusion substantiated by angio- 
graphy, seven had definite lowering of the 
ipsilateral retinal arterial pressure. Perry’ and 
others, in 1958 found the same range of differ- 
ence in normal cases. In a series of seven pa- 
tients the pressure differential in the two eyes 
was greater than 15%. Six were found by 
angiography to have obstructing lesions of the 
internal carotid artery. Sveine and Hollen- 
horst® studied eleven patients after ligation of 
the internal carotid artery and found signifi- 
cant differences in retinal arterial pressures 
which ranged from 25% to 50%; these read- 
ings persisted for periods of six months to ten 
years. Following ligation of the common caro- 
tid, marked differences in retinal pressures 
were also observed but did not continue be- 
cause of the collateral circulation from the 
external carotid artery. All were substantiated 
by angiography. 

Although it is not to be substituted for caro- 
tid angiography, which at present is the only 
means of localizing obstruction in the vessels, 
it is believed that ophthalmodynamometry is 
an excellent “case-finding” tool. In the diag- 
nosis of carotid insufficiency it is much supe- 
rior to the less accurate methods such as com- 
pression of the opposite carotid to produce 
syncope and palpation of the carotid pulse in 
the neck or through the pharyngeal wall. 

Of equal importance is its use in following 
the treatment of these patients. During the 
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short time this instrument has been in my use, 
six cases successfully treated with anticoagu- 
lants and two successful by-pass cases have 
been followed with equal pressures of the two 
eyes indicating continued success of the treat- 
ment. Smith‘ reported several cases treated by 
endarterectomy, carotid ligation and _anti- 
coagulant therapy which he had followed by 
ophthalmodynamometry. He cites one case of 
carotid cavernous fistula which was treated by 
ligation of the carotid with a Poppen clamp. 
Upon application of the clamp, the arterial 
pressure on that side dropped to a very low 
reading. Several days later the pressure in the 
retinal vessel of the ipsilateral eye was again 
elevated, suggesting that the clamp may have 
slipped from the artery. Surgical intervention 
proved this to be a fact. 


Since the classical history of transient ipsi- 
lateral blindness (amaurosis fugax) and 
contralateral hemiplegia is found in less than 
15 to 25% of the cases, and since the other 
signs of hemiparesis, aphasia, cortical-sensory 
disturbances, and homonymous field defects 
are not conclusive of internal carotid artery 
obstruction, more definite information is 
needed. Ophthalmodynamometry can be of 
positive value and should be done prior to 
angiography. In addition to helping to make 
the diagnosis, this initial reading serves as an 
index of the efficacy of treatment. 

Case Report: A 61 year old lady was admitted to 
the Medical College Hospital August 11, 1959 with a 
one and a half year history of dizziness, intermittent 
attacks of aphasia and uselessness of the right arm, re- 
current three to four times a day; symptoms were re- 
lieved by lying down. She has never had an “attack” 
while in a reclining position. Hazy vision was present 
only during the dizziness and was bilateral. Physical 
examination revealed the following positive findings: 

Blood pressure 140 /80 mm. Hg. reclining 
170/70 mm. Hg. standing 

Through a pinhole, vision was 20/20 O. U. The 
intraocular pressure was 16mm of Hg in each eye. 
Visual fields were normal, and there was normal 
opticokinetic nystagmus. 

Ophthalmodynamometry, supine, revealed the fol- 
lowing pressures: 

O.D. 130 /50 Standing O.D. 140 /50 
OS. 90/30 O.S. 70/20 
The difference between the two eyes ranged between 
30 and 60%, strongly suggesting occlusion of the left 
internal carotid artery. Cerebral angiograms by Dr. 
Capers Smith revealed constriction of the left internal 
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carotid near its origin and a huge aneurysm of the 
right internal carotid near the bifurcation of the com- 
mon carotid. On August 20, 1959 Dr. L. B. Jenkins 
performed a Teflon graft by-pass from the left com- 
mon to the internal carotid artery. At surgery the 


left internal carotid artery was found to be constricted: 


severely by a ring of calcium. On August 25, 1959 
ophthalmodynamometry was repeated and pressures 
were equal in the two eyes. 
O.D. 110/30 
O.S. 110/40 
On September 19, 1959 angiography demonstrated 
patency of the graft. All previous symptoms had been 
relieved. 
Summary: 
Ophthalmodynamometry is of great value 
both in the diagnosis and in following the 





treatment of occlusive disease of the internal 


carotid artery. Its measurement of the retinal 
arterial pressures accomplishes this in a rapid, 
easy and safe method. 


The indications for ophthalmodynamometry 
are as follows: 
1. Amaurosis fugax. 


2. Cerebral vascular disease 
pulseless disease, etc. ) 


(strokes, 


3. Prior to cerebral angiography. 

4. Internal carotid artery occlusion under 
treatment (anti-coagulant endarterect- 
omy, by-pass). 

5. Before and after carotid ligations. 
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Treatment of hemorrhoidal thrombosis, W. Clough 
Wallace, M. D. (Greenville). (South. M. J. 54:264, 


Mar. 1961.) 


The author notes the disorganized training in the 
treatment of hemorrhoidal thrombosis and the lack of 
understanding that the object of treatment should be 
relief of discomfort and return to work as soon as 
possible without fear of recurrence. He outlines his 
present concepts of etiology and treatment. 

External thrombosis, up to about one centimeter in 
diameter, is treated with an initial dose of 200 mg. of 
Tandearil followed by 100 mg. every 4 hours for 24 
hours, then 100 mg. 4 times a day for 3 or 4 days. 
Relief is gained after the second dose and no time has 


been lost from work. 


He feels that all other thromboses should have im- 
mediate combined hemorrhoidectomy, using Tandearil 
as above until time of surgery. He is opposed to wait- 
ing for subsidence of prolapsed internal-external 
thromboses before surgery and presents an amputative 
operation he has found useful for one or both - sides 


in this condition. 


Reactions to Tandearil have been few and mild, 
with the short-term therapy recommended, and re- 
gress on discontinuing the drug. It has been used 
successfully at times when circumstances did not per- 


mit surgery. 


W. Clough Wallace, M. D. 


to 
to 
to 
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THE PHILOSOPHY OF ELECTRO-SHOCK THERAPY 


CHAPMAN J. MILLING, M. D. 
Medical Director, 

Waverley Sanitarium, 

Columbia, S. C. 





recent panel discussion of electro-shock 
A therapy has prompted the writer to 

share the benefit of nearly 20 years ex- 
perience in the use of this proven method. 
Only a brief discussion of the technique of 
E. S. T. is required as the method is simple, 
relatively safe and flexible enough to be suited 
to the individual patient. There are several ex- 
cellent machines on the market, the simpler 
ones, having the minimum number of “gad- 
gets” being the best. The writer has found 
that, in most cases, a voltage of 140 and 1500 
milliamperes timed for half a second is about 
the optimum charge. Small patients may re- 
quire less; large patients more. Whether or 
not to employ Anectine-Pentothal (Sucinyl- 
choline Chloride and Thiopental Sodium) 
anesthesia should be decided on a number of 
factors, including the patient's musculature, 
the presence of cardiac disease, osteoporosis 
or other hazards, even the financial status of 
the family, as this addition adds materially to 
the cost. It must also be remembered that 
Anectine-Pentothal itself is a hazard and if 
used makes the presence of a trained anes- 
thesiologist advisable. In the great majority of 
cases a simple barbituate sedative such as 
sodium amytal, 3 to 6 grains, half hour before 
treatment, plus atropine sulfate, 1/100 or 
1/150 grain by hypo is everything needed for 
sedation. The patient will be sufficiently con- 
scious to cooperate yet will have little or no 
recollection of the preparations for treatment, 
even of getting on the table. 


When the convulsion has terminated the pa- 
tient should be watched carefully for respira- 
tory embarrassment and assisted in breathing 
by the simple expedient of raising the arms a 
time or two. Of course, oxygen should always 
be available and a respirator of some kind. Dr. 
Edward M. Burn, of the South Carolina State 
Hospital, has devised an excellent, inexpensive 
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and simple device which channels the oxygen 
directly into the upper respiratory passage. It 
has been the writer’s experience, however, that 
artificial help is seldom necessary except in 
those cases where Anectine-Pentothal anes- 
thesia has been employed. 

The real purpose of this paper, as its title 
implies, is not to elaborate on technique, but 
to suggest a few proven points concerning 
what to say to the patient and his family. First, 
the administrator of E. §. T. should know what 
not to tell the family. No elaborate claims 
should ever be made. The family should 
simply be told that E. S. T. offers a good 
chance of remission or at least of symptomatic 
relief, especially in the depressions, whether 
psychogenic or reactive. It should be empha- 
sized that no change in basic personality traits 
may be expected. Shock will not make a pessi- 
mist into a Pollyanna nor a miser out of a 
spendthrift. As one seasoned old railroader 
told the writer, “It'll fix the engine and put it 
back on the track and then it’s up to the en- 
gine; shock can’t fix the track.” I have quoted 
this literally hundreds of times in talking to 
patients and their relatives, as I think it ex- 
presses the whole concept better than anything 
I could say. So often the salty language of the 
working man cuts through a maze of scientific 
argot. 


A question so often asked by the family is: 
“How does shock treatment work? What does 
it really do to the brain or the mind? And is 
there danger of permanent brain damage or 
loss of memery?” The first two questions must 
be answered with an honest “We really don’t 
know just what it does, only that it works. We 
do know that it somehow breaks up morbid 
patterns of thought. For a time it makes the 
mind a blank and may be compared to shaving 
the surface of a bad phonographic record and 
making it possible to cut a new and clearer 
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groove. Our knowledge of the brain is not yet 
sufficient to say how this is done but we think 
that rest is at least a part of it. Just as you 
splint a broken arm to give it a chance to heal, 
or collapse a tuberculous lung to give it rest, 
so an overactive, tense, anxious mind is rested 
by electro-shock. It gives normal thought pat- 
terns a chance to take over once more.” 


As to the question of permanent brain 
damage, one can only speak from experience. 
There are many patients alive and well, 
functioning on at least a working level, who 
have had series after series of E. S. T., the 
treatments adding up into the hundreds. Per- 
haps these people have experienced more per- 
manent loss of memory, there are indications 
that some of them may have indeed have, but 
the benefit gained far outweighs the insignifi- 
cant damage. Certainly in the vast majority of 
cases there is complete recovery of memory 
within two or three weeks. 

Both the patient and the family should be 
informed of the temporary amnesia following 
shock, and should indeed be advised that it is 
a necessary factor, probably that which 
actually produces the beneficial result. A 
simple explanation is that it eliminates the un- 
happy thoughts, the destructive drives, the 
fears and the tensions; at the same time neces- 
sarily disturbing some of the normal functions 
such as memory, but that soon after treatment 
has been discontinued the normal patterns 
will return. 

When patients ask if a subsequent series is 
ever necessary, they are always told that such 
a series quite probably may be. At the same 
time they are reminded that additional shocks 
a year or two hence will again bring relief and 
may be repeated whenever necessary. They 
are reminded that one series of penicillin shots 
does not eliminate the possibility of future in- 
fections. 

Perhaps the greatest number of questions is 
concerned with the danger involved. This must 
be neither minimized nor exaggerated. It is 
well to explain that death from cardiac or 
respiratory failure is an extremely remote pos- 
sibility, far less likely than, for example, from 
anaphylactic reactions following a typhoid shot 
or tetanus antitoxin. Death, then, may be dis- 


missed as a calculated risk, where the odds are 
several million to one in the patient’s favor. In 
cases where there is organic heart disease the 
risk should be clearly admitted and it should 
be explained that only when danger of ex- 
haustion is present is shock justified. Such 
cases should always have the benefit of anec- 
tine-pentothal anesthesia. 

The possibility of fracture, especially verte- 
bral compression, should be touched on, as 
should the almost inevitable pain and muscular 
soreness which follow. 

For many years, however, it has been the 
writer's custom to say to the family, “Yes, there 
certainly is some danger just as there is danger 
of your driving your car back to your home. 
Actually the odds are about the same in both 
cases.” Nevertheless, it is well to obtain a 
signed agreement either from the patient him- 
self, from the nearest of kin, or from both. This 
may be in the form of a simple permission or 
that of a legally worded waiver of responsibil- 
ity. 

The family will invariably ask how long the 
treatment will take and how many times con- 
stitute a series. The answer must be that there 
is no hard and fast rule but that from six to ten 
treatments will likely be sufficient. When pro- 
nounced amnesia develops it will be time to 
stop whether this occurs after as few as three 
or four or takes 12 to 15. Among hospitalized 
patients 10 is probably an average. Out-pa- 
tients who generally are not as sick may re- 
quire only five or six. 

What restrictions should be imposed when 
the patient is dismissed? Practically none ex- 
cept he should not return to work for two or 
three weeks nor should he be allowed to drive 
a motor vehicle. When the amnesia has cleared 
he may resume normal activity, the sooner the 
better. A follow-up appointment in two to 
three weeks is desirable but not mandatory. 

When shock therapy is suggested the 
patient’s family is quite likely to ask, “What 
about the tranquillizers? Can’t you give 
Johnny a pill that will do the same thing 
as shock without the risk and expense?” The 
trouble is that Johnny usually has three or four 
brands of these miracle drugs in his pocket 
when he arrives for his first appointment. 
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It has been mentioned that shock shows a 
higher percentage of successes in the depres- 
sions than in any other type of psychosis. This 
is certainly true, yet it is well worth trying in 
anxiety states and other neuroses, particularly 
the obsessive-compulsive type. How about 
schizophrenia? Definitely yes, in the catatonic 
form, which resembles, in several ways, the 
depressed phase of the manic depressive. In 
the graver forms such as the hebephrenic and 
the paranoid it is well worth trying, especially 
if given in the early stages. It is in these forms 
that prolonged treatment is indicated—20 or 
more. It will be surprising how many will re- 
spond favorably, not percentage-wise, but 
often enough to make it gratifying. 

The writer cannot refrain from closing with 
one illustrative case. A 30 year old white male 
developed the delusion that he was the son of 


God, exposed himself, talked to voices and 
masturbated constantly, even in the presence 
of his own mother and his wife. He was an 
introvert, somewhat effeminate in appearance 
who clinically demonstrated all the classic 
signs of schizophrenia. He had a dominant, 
possessive mother who was herself a border- 
line mental case and an intermittent drug ad- 
dict. All the odds were against him, yet after 
20 treatments he was able to go home, return 
to work, and make a reasonably good social 
adjustment. A factor in this patient’s recovery 
which deserves due credit has been the splen- 
did understanding and cooperation of his wife. 
She was able to give him badly needed con- 
fidence and support and hold together their 
marriage. He has been followed up at intervals 
and has so far had no recurrence of his psy- 
chosis. 


PHYSICIANS AGAINST POLIO 


In view of the fact that oral polio vaccine will not be generally available in 
sufficient quantities this year, the Board of Trustees of the A. M. A. and the Surgeon 
General both urge strongly that the medical profession encourage the widest use of the 
Salk vaccine in order to forestall the probable infections of polio which will arise with 
warm weather. Campaigns are urged and special concentration on the young ages, chil- 
dren under six years of age, is considered desirable, although a universal campaign 
plan has been developed for covering the field of “Babies and Breadwinners.” 


Early activity in this effort has been urged by all responsible organizations. The 
time is short and early efforts must be made if they are to be applicable to the coming 


polio season. 
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BLEEDING ESOPHAGEAL VARICES IN CHILDREN 


CHARLES B. HANNA, M. D. 
WALTER D. HASTINGS, JR., M. D. 
Spartanburg, S.C. 





or years there has been considerable in- 
1%) terest in the diagnosis and treatment of 

esophageal varices. We have been con- 
fronted with the problem of massive hemor- 
rhage from such varices. This problem has 
often left us with memories of unsatisfactory 
results. In the search for the proper manage- 
ment of any future case similar to that to be 
reported, a search has been made to arrive at 
a logical and sound method of handling eso- 
phageal varices, especially as found in infancy 
and childhood. 

Wallgreen’ in 1926 and Fredlay* in 1931 
described vividly the poor prognosis associated 
with esophageal varices of children. At least 
fifty percent of those patients with portal 
hypertension and bleeding esophageal varices, 
die if not treated definitively. Therefore, it is 
imperative that we find a way to handle this 
problem. This present review of this problem 
outlines the general management today. 

Esophageal varices are an uncommon prob- 
lem in children and are usually recognized 
with difficulty. The first clinical sign of the 
presence of esophageal varices in the majority 
of these young patients is either massive hema- 
temesis or gross melena. This brings immediate 
concern to anxious parents. They in turn expect 
prompt medical recognition of the seriousness 
of the problem. 

Hematemesis usually indicates 
hemorrhage into the stomach. Once the mouth 
and oral cavities are eliminated as a source of 
hemorrhage, the differentiation of origin lies 
between hemorrhage of the esophagus and the 
stomach. If the child can accept a Sengstaken- 
Blakemore tube, the origin of the hemorrhage 
can quickly be ascertained. Once the tube is 
in place and the balloon inflated and the 
stomach aspirated, there should be no more 
fresh blood aspirated. 

More often the parents have noticed gross 
melena and a pale weak child as the cause of 
concern. This may lead the physician into an 


massive 





A review of the problems and manage- 
ment of bleeding esophageal varices in chil- 
dren is presented. A case report is given to 
illustrate this problem. It is concluded that 
severe esophageal hemorrhage may require 
esophageal resection for definitive manage- 
ment of the hemorrhage. 











extensive search for the etiology of tarry stools. 
If the surgeon suspects esophageal varices, he 
can usually get considerable help from the 
radiologist. A careful esophagram and upper 
gastro-intestinal roentgenographical study will 
often reveal the typical beaded or necklace ap- 
pearance of esophageal varices. The finding of 
an enlarged spleen should point suspicion to- 
ward esophageal varices as the probable site 
of the hematemesis. It is not common in chil- 
dren to find esophageal varices associated with 
peptic ulcers. 

Esophagoscopy provides an accurate diag- 
nostic procedure. Since we are dealing with 
children it is our feeling that such examina- 
tions should be done under a general anes- 
thetic. Often it is necessary to delay the eso- 
phagoscopy until the patients hemodynamics 
can be restored to normal. 

Esophageal varices have a characteristic ap- 
pearance on esophagoscopy. They usually are 
seen at the distal 2 to 214 inches of the eso- 
phagus as bluish, balloon-like protrusions into 
the lumen. Typically there are three groups, 
one anterior and two posteriorly. They are dis- 
tended to varying degrees and may form 
clusters. Often they seem almost to rupture. 
They will flatten out if the esophagoscope 
presses against them. An active bleeding point 
is not often identified. 

Butler® has classified the esophageal veins 
as: 1) intrinsic, including subepithelial, sub- 
mucous, and perforating; 2) extrinsic (or sub- 
serous) which are formed by the union of 
groups of perforating veins; and 3) vena comi- 


226 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 








tantes of the vagal nerves, which run longi- 
tudinally in the adventitia of the esophagus. 
Whipple‘ in 1945 brought attention to the two 
main groups of increased portal pressure: (a) 
extra-hepatic, from obstruction in the portal 
vein itself as a result of thrombosis, fibrosis, or 
congenital malformation; (b) intra-hepatic, 
from the various types of cirrhoses. In either 
case the mechanism of esophageal varices is 
similar; they are produced through obstruction 
of the portal system and thus dilitation of the 
tributary veins. In the case of esophageal 
varices, it is through the coronary veins. 

Differential diagnosis of intrahepatic from 
extrahepatic obstruction is not usually a diffi- 
cult one in children. The history is usually 
helpful. In Sandblom and Ekman’s® group of 
cases under 20 years of age, eight of 33 cases 
with portal hypertension were the intrahepatic 
type. Most cases fall into the extrahepatic type 
and give a history of peritonitis in the first few 
weeks of life. The infection, however, may be 
cellulitis, osteomyelitis, abcesses, otitis media, 
etc. From these infections thrombi reach the 
portal system. 


In most instances the infant seems to do well 
for a few months following the acute septic 
process. In some cases gradual enlargement of 
the abdomen from the development of ascites 
is the first sign of portal vein obstruction. 
Usually the liver is not enlarged. There is al- 
most always splenomegaly where ascites is 
present. 

Clatworthy and Boles, Jr.° found the for- 
ward displacement of the C-loop of the duo- 
denum indicative of retroperitoneal edema and 
of diagnostic value. They suggest intravenous 
pyelograms if a retroperitoneal tumor is sus- 
pected. At laparotomy the portal venous pres- 
sure may be elevated to as high as 520 mm. of 
water. In cases of extrahepatic obstruction 
there is usually good liver function. In most 
children repeated episodes of hematemesis 
occur before a definite diagnosis of portal 
venous obstruction can be made. 


While the esophageal hemorrhage often 
makes the diagnosis relatively simple, the 
treatment is usually not. During active bleed- 
ing or after excessive loss of blood, the follow- 
ing procedures may be used: 
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1. Transfusions of whole blood until the 
hematocrit reading is normal and no evi- 
dence of active bleeding is present. 


2. Balloon tamponade by the Sengstaken- 
Blakemore tube until hemorrhage has 
stopped. This pressure can usually be re- 
leased after 24 hours. If active bleeding 
occurs the balloon need be only re-in- 
flated. 


3. Intravenous pituitrin in the treatment of 
the acute hemorrhage has been used by 
Schwartz et al.” We have not used this. 


4. Emergency thoracotomy with ligation of 
the bleeding varices has been used in 
some instances.” 

5. Injection of the bleeding varices with a 
sclerosing agent.° 

It is our feeling that the use of esophageal 

sclerosing agents and ligation of the eso- 
phageal varices under emergency conditions 
is not generally good emergency treatment. 

Definitive treatment has been a challenge. 

The following procedures have been tried in 
the management of varicose esophageal veins: 

1. Portacaval shunts are now considered the 
preferable operation. This is sometimes 
impossible because of the technical haz- 
ards following peritonitis around the 
extra portal system. 


bo 


. Spenorenal shunt has fallen into disfavor 
because of the small caliber of the vessels. 
Their small diameter not only makes the 
technique of anastomosis difficult but also 
predisposes toward thrombosis. Most sur- 
geons seem to have abandoned this pro- 
cedure. 

3. Omentopexy, splenectomy, splenic artery 
ligation and hepatic artery ligation have 
been tried and found of little general 
value. 

4. Injection of esophageal varices with 

sclerosing agents has had considerable 

popularity."*.** Most of the sclerosing 
compounds used in injecting varicose 
veins of the legs have been tried. We 
have not found that any single agent has 
distinct advantages over the others. Since 
we are dealing with children, a general 
anesthetic is required for each injection. 
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With a Norris needle and esophagoscope, 
it is not too difficult to inject the bulging 
varicosities. This procedure may cause 
scarring of the esophageal walls. 


5. Partial esophagogastrostomy and colon 
transplant has gained some popularity.** 
These are truly major procedures which 
carry a high mortality. They do reduce 
the likelihood of gastric juice reflex and 
destroy the varicose veins. 


6. Gastric resection.** 


7. Opening the stomach and suturing over 
the mucosal wall in the antrum.** 


8. Intra-esophageal ligation of varices as ad- 
vocated by Crile** has had some favor- 
able reports. If done, any periesophageal 
veins are also usually ligated. 


9. Mediastinal packing as suggested by Som 
and Garlock’* seems to have little merit 
that injection of sclerosing agents doesn’t 
do better. 

10. Partial esophagectomy seems to be the 
procedure now most generally chosen 
when portacaval anastomosis isn’t satis- 
factory. 


The following case is presented to illustrate 
the difficulties of managing esophageal varices 
in children. 

At three weeks of age, this male child was admitted 
to the hospital with a 24 hour history of abdominal 
distress. The family physician had changed his for- 
mula but the abdomen became distended and the 
temperature increased. Nausea and frequent vomiting 
soon followed. 

On admission he was well developed and nourished 
but dehydrated. The pulse was 160 / minute and regu- 
lar. The abdomen was moderately distended and no 
masses were palpated. The liver was three cm. below 
the costal margin. 

A radiograph of the abdomen revealed several 
moderately distended loops of small intestine in the 
mid and left portions of abdomen. No gas was found 
in the large bowel. A barium enema revealed that the 
solution flowed rapidly through the colon as far as the 
ascending segment. The cecum and proximal ascending 
segment showed a large filling defect, which was ap- 
parently an intussusception of the small intestine. The 
mass was reduced during the administration of the 
enema. 

A pre-operative diagnosis of intussusception was 
made. At laporotomy a fibrinous exudate covered the 
entire bowel. Firmly stuck adhesions of small bowel 
were released. No other cause of peritonitis was found. 


Post-operatively, the patient responded to parental 
feedings, penicillin, and gastric suction. 

At the age of two years, he was admitted again 
with 4.5 grams of hemoglobin, 5,100 leucocytes, with 
42% segmented form, 2% stabs., 55% lymphs, and 
1% Eosinl-Nophiles. 

On November 14, 1953 he was admitted with sud- 
den onset of gastrointestinal hemorrhage without 
warning. He had lesser hemorrhage three hours later 
with hematemesis. His mother had noticed melena 
only on one previous occasion. His hemoglobin was 
7.95 grams /100 ml. 

Esophagoscopy revealed two varices at the distal 
end of the esophagus on the posterior wall. There 
was no active bleeding. Radiologic examination of the 
gastro-intestinal tract revealed “some irregularity in 
the outline of the distal esophagus which might pos- 
sibly be due to varices”. 

A diagnosis of esophageal varices with hemorrhage 
was made and a porta-caval anastomosis planned. 

Laparotomy revealed a mass of bowel firmly ad- 
herent to itself throughout its entire length. Efforts to 
approach the hepatic area were unsuccessful, so a 
porta-caval shunt was abandoned. After five whole 
blood transfusions he was discharged with a hemo- 
globin value of 13.4 grams. 

Two other massive hemorrhages in 1954 led to 
consultation with Dr. Robert Gross. 

In November, 1954 Dr. Gross explored this boy. 
The spleen was removed in an effort to find a vessel 
for a spenorenal shunt. He then freed the lower end 
of the esophagus but found that peri-esophageal veins 
were very small. He then opened the fundus of the 
stomach and observed several enlarged veins in the 
esophagus and stomach. These were sutured over with 
catgut sutures. 

In the spring of 1955 the patient had four other 
hospital admissions which required whole blood trans- 
fusions. At approximately monthly intervals in the 
fall of 1955 his esophageal varices were injected with 
Synalsol as a sclerosing agent. On the 17th of De- 
cember, 1955 the following laboratory studies were 
made. 

Cephalin flocculation—negative 

BSP—2.3% dye retained at 60 min. 

Icterus index 4 and urine negative for bile 

RBC—3,560,000 

WBC—11,350 

Hemoglobin—9.95 grams 

Segs. 68% 

Lymphs 29% 

Mono—3% 

8 nucleated RBC to 100 WBC—Slight hypochromia 
and poikilocytosis, marked anisocytosis. 

In January, 1956 he was transfused until his hemo- 
globin was 17.5 grams. This was preparatory to a 
partial esophagectomy and esophago-gastrostomy. On 
January 30th, 1956, through a left seventh inter-costal 
incision, the chest was entered. The esophagus was 
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difficult to free because of paraesophageal adhesions. 
The distal one-third of the esophagus was resected. 
There were large paraesophageal varices around the 
lower one-third of the esophagus. Pathological study 
revealed scarring of the esophagus as from a stricture. 
The stomach was freed by ligation of the vessels on 
the upper one-third of the stomach, an esophago- 
gastrostomy was then done using two layers of No. 
30 cotton interrupted sutures. The chest wall was 
closed with No. 0 chromic and No. 30 cotton. A mild 
stenosis subsequently required that the esophagus be 
dilated three times. There has been no evidence of 
blood loss since. 
Discussion 

The treatment of portal hypertension is a 
complex and often disappointing problem. 
Especially in children the disadvantage of size 
and scarring may prevent the most physio- 
logical approach, portacaval anastomosis. 
Should it not be feasible to do satisfactorily a 
porta-caval anastomosis, then it is our opinion 
that resection of the distal one-third of the 
esophagus with esophago-gastric anastomosis 
is the treatment of choice. 


We feel that the advantages gained by in- 
serting a loop of jejunum or colon between the 
esophagus and colon are outweighted by the 
increased technical difficulties with increased 
morbidity and possibly increased mortality. 
The injection of sclerosing agents into the vari- 
ces will often give time to prepare the patient 
for elective surgery. This technique has been 
discarded in the treatment of hernias and 
hemorrhoids. We feel it will not be useful in all 
cases of esophageal varices. We suspect that 
some price may be paid in the future by 
destruction of the vagi when handling or re- 
secting the esophagus. 


Summary 


We have presented a general review of the 
management of esophageal varices in children 
with an illustrative case. 

We wish to acknowledge the pediatric help from 


Doctors George D. Johnson, Samuel E. Elmore, and 
Fred F. Adams. 
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MEDICAL COLLEGE CLINICS 


THE MEDICAL COLLEGE OF SOUTH CAROLINA 


ELECTROCARDIOGRAM 
OF THE MONTH 


Right Axis Deviation With Myocardial 
Infarction 


Date Groom, M. D. 
Department of Medicine 


Case Record—This ECG is representative of several 
made on a forty-eight year old colored woman under 
treatment for diabetes and cardiac decompensation. 
Previously accustomed to heavy physical labor in the 
cotton fields, she had for several months experienced 
recurrent attacks of severe pain in the chest followed 
by dyspnea, dependent edema, weakness and a weight 
loss of some thirty pounds. Large amounts of pleural 
fluid had been removed by thoracentesis on several 
occasions. Subsequently a bronchoscopy, then an open 
thoracotomy with wedge resection biopsy of the right 
lower lobe had been performed because of the re- 
current effusion on the right with a_ persistent 
roentgenographic density in that lobe. Pathologic 


studies of the tissue had shown organized thrombus 
in the branch of pulmonary artery with infarction and 
necrosis of the distal lung tissue. 

Medical management helped her little more than 
the surgery. Despite all the usual measures, plus anti- 
coagulant therapy, her clinical course was pro- 
gressively downhill and was characterized by in- 
creasing signs of congestive failure, a prominent proto- 
diastolic gallop rhythm, tachycardia and diffuse 
cardiac enlargement. She died suddenly two months 
after admission to the hospital. 

Autopsy disclosed a dilated heart weighing 300 
grams with very extensive subendocardial fibrosis and 
scarring involving most of the left ventricle and a 
3.5 x 6.5 cm. area of fibrosis in the septum. There was 
complete occlusion of the anterior descending branch 
of the left coronary artery in its middle third and of 
the circumflex branch in its proximal third by old 
thromboses. Several mural thrombi were attached to 
the endocardial surface in the right ventrical, which 
was otherwise normal, and in the left, the largest 
lying at the apex. Multiple areas of old infarction 
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were found in both lungs and in one kidney. Severe 
central type necrosis in an enlarged liver was at- 
tributable to chronic congestive heart failure. 


Electrocardiogram—The tachycardia is a_ regular 
sinus one frequently interrupted by ectopic beats 
which apparently emanate from a single focus in the 
left ventricle (simulating right bundle branch block). 
The ventricular complexes are of extremely low 
amplitude in all the limb leads. There is a right axis 
deviation, depolarization being directed away from 
the left arm and toward the right arm and left leg 
electrodes. 

Clock-wise rotation is shown in the precordial leads 
with diphasic P waves in V: and right ventricular type 
complexes as far to the left as Vs. R waves in V; and 
V. are grossly diminished, indicative of previous in- 
farction of the lateral wall. Also the S-T segments are 
minimally elevated and the T waves are flattened or 
inverted in leads from the left side of the heart. 
Discussion—Right axis deviation is distinctly ab- 
normal in the adult. In past years when the three 
standard leads (with perhaps a fourth lead from the 
chest) were the rule, a popular electrocardiographic 
exercise was the determination of electrical axis by 
plotting th algebraic sums of the QRS deflections, 
usually of leads I and III, along the corresponding 
sides of the Eithoven triangle. Seldom, however, is 
that calculation resorted to now since the potentials at 
the three extremities comprising the triangle are well 
displayed in the unipolar leads AVR, AVL, and AVF 
and their axis can be seen in a glance. A QRS axis to 
the right and upward (upright complex in AVR) to 
this degree is unusual. That it is not due to switched 
leads is evident from the normal axis of the P waves; 
the ventricular potentials are selectively altered in 
direction as well as in magnitude. 
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Commonly, of course, it is hypertrophy of the right 
ventricle which shifts the adult QRS axis toward the 
right. But conversely, sufficient destruction of the left 
ventricle can tip the balance in the same direction. 
Thus myocardial infarction, largely confined to the 
left ventricle as it almost always is, can itself produce 
right axis deviation. Disturbances in ventricular con- 
duction by damage to the bundle branches or their 
ramification can cause similar shifts but it is notable 
in this tracing that there is no prolongation of the 
QRS nor any indication of right ventricular hyper- 
trophy. Actually voltage of the ventricular complexes 
in all the limb leads is greatly diminished, (always an 
ominous sign in the presence of gross cardiac enlarge- 
ment), consistent with the extensive destruction of 
myocardium found at autopsy. 

Pulmonary embolism likewise shifts the axis toward 
the right and it might be contended that it is a major 
factor here. However the QRS changes of pulmonary 
embolism are notoriously transitory, often persisting 
for only a few hours, while these abnormalities per- 
sisted unchanged throughout the patient’s two month 
hospitalization. Frequently the clock-wise rotation 
(along the long axis, as viewed from below) also 
accompanies pulmonary embolism but there is no in- 
version of T waves in the right precordial leads here 
as one might expect in acute cor pulmonale. Doubtless 
most of this patient’s electrocardiographic abnormali- 
ties are due to her multiple myocardial rather than 
her pulmonary infarctions. 

Elevation of the S-T segments in the left precordial 
leads is minimal but it was a remarkably constant find- 
ing throughout her illness. Considered along with the 
marked cardiac enlargement, the gallop rhythm and 
intractable congestive failure, it might suggest 
aneurysmal dilatation of the left ventricle which may 
not be obvious in the undistended heart at autopsy. 
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unsurpassed “general-purpose” steroid outstanding for “special-purpose” therapy 


Aristocort 


in allergic respiratory disorders 


Aristocort 


Triamcinolone LEDERLE 


UNSURPASSED “‘GENERAL-PURPOSE” STEROID 
OUTSTANDING FOR “‘SPECIAL-PURPOSE”’ THERAPY 


ARISTOCORT Triamcinolone has long since proved its wnsurpassed efficacy and 
relative safety in treating allergic respiratory disorders, including bronchial 
asthma. Clinical evidence has now shown that ARISTOCORT is also highly valuable 
for “‘special-problem”’ patients — asthmatic and others — who, because of certain 
complications, were hitherto considered poor candidates for corticosteroids. 


for example: 
PATIENTS WITH IMPENDING CARDIAC DECOMPENSATION 
In contrast to most of its congeners, ARISTOCORT is not contraindicated when 
edema is present or when cardiac decompensation impends.! 


PATIENTS WITH EMOTIONAL AND NERVOUS DISORDERS 
Triamcinolone did not produce psychic disturbances or insomnia.” 


PATIENTS WHOSE APPETITES SHOULD NOT BE STIMULATED 

Among patients treated with ARISTOCORT, there was less appetite stimulation, 
especially in those who had previously gained weight on long-term therapy 
with other steroids.* 


PATIENTS WITH HYPERTENSION 


There was no blood pressure increase in any patient treated for bronchial 
asthma, and in some, blood pressure fell. Of these, three had been hypertensive.* 


References: 
1. McGavack, T. H.; Kao, K. Y. T.; Leake, D. A.; Bauer, H. G., and Berger, H. E.: 
Am. J. M. Sc. 236:720 (Dec.) 1958. 
2. MeGavack, T. H.: Nebraska M. J. 44:377 (Aug.) 1959. 
. Friedlaender, S., and Friedlaender, A. S.: Antibiotic Med. & Clin. Ther. 5:315 
(May) 1958. 
4. Sherwood, H., and Cooke, R. A.: J. Allergy 28:97 (March) 1957. 


Precautions: Collateral hormonal effects generally associated with corticosteroids 
may be induced. These include Cushingoid manifestations and muscle weakness. 
However, sodium and potassium retention, edema, weight gain, psychic aberration 
and hypertension are exceedingly rare. In the treatment of allergic respiratory dis- 
orders, dosage should be individualized and kept at the lowest level needed to control 
symptoms. Dosage should not exceed 36 mg. daily without potassium supplementa- 
tion. Drug should not be withdrawn abruptly. Contraindicated in herpes simplex 
and chicken pox. 


Supplied: Scored tablets—1 mg. (yellow) ; 2 mg. (pink); 4 mg. (white) ; 16 mg. (white). 
Also available—syrup, parenteral and various topical forms. 


Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 











President’s Page 


In this, my first communication to the members of the South Carolina Medical Associa- 
tion as your president, I wish to express my sincere thanks for the honor that you have given 
to me. I assure you that I shall do everything that is within my power truly to represent the 
Medical Profession in this state to the best of my ability. I wish also to reiterate much of what 
my predecessor, Dr. Joseph Cain, has said; THAT THE COUNTY MEDICAL SOCIETY, 
THE STATE ASSOCIATION, AND THE AMERICAN MEDICAL ASSOCIATION ARE 
YOU, AND THE ACTIONS AND POLICIES THAT ARE TAKEN BY THESE BODIES 
ARE AND SHOULD BE YOURS. It is, therefore, necessary that the profession should close 
ranks, and present a solid front to the public. It becomes, therefore, imperative that members 
of the county medical societies shall renew the interest that they must at one time have had, 
and attend regularly the meetings of these organizations. 


In the past few years, there have been many proposed changes in the practice of medi- 
cine. For the most part, these have been opposed with success, or have been watered down so 
that their effectiveness has been greatly reduced. In the years to come, and certainly this year, 
many proposals are going to be introduced, and the success or failure of these measures will 
depend upon you, as a member of a united medical front. 


So, I beseech you, to renew your interest in organized medicine, express your views, and 
work like mad for those things that you feel the profession should do, and against those 
things you feel should be opposed. 


I CAN ASSURE YOU THAT THE TIME IS NOW, AND THE OPPORTUNITIES 
WILL BE LEGION. 


Charles N. Wyatt 
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Editorials 











NEW OFFICERS 


Another successful year of activity of the 
South Carolina Medical Association ended 
with the annual meeting of last month. Dr. 
Joseph Cain, the retiring president, devoted 
a tremendous amount of time, energy and 
enthusiasm to promoting the affairs which 
concern the Association as a whole and every 
one of its members. He made innumerable 
trips to all parts of the state, and served in 
many capacities which would make an ex- 
ceedingly long list of activities. His was a job 
well done, and the Association is fortunate in 
having him still in touch with its affairs as a 
member of Council. 

Dr. Charles Wyatt, the incoming president, 
has many plans in mind, and has served the 
Association vigorously and faithfully for many 
years in the past. The Association is happy 
to have such an able head, and a successful 
year seems assured under his leadership. 


ECONOMICS OF THE HOUSE STAFF 


Alarm has been expressed in many quarters 
over the decline in the number of good stu- 
dents who apply for medical education. Sev- 
eral explanations have been offered, and an 
editorial in The New Physician, Journal of the 
Student American Medical Association, offers 
an argument for increasing the financial re- 
turns to the House Staff members as a means 
of attracting candidates into the profession. 
This editorial proposes that many possible ap- 
plicants are discouraged not only by the long 
period of medical school training, but also by 
the prolonged time which must elapse by vir- 
tue of the necessity for hospital training before 
a reasonable income can be expected. No de- 
sirable figure is named, but the editorial ex- 
plains distinctly that an adequately satisfactory 
sum should be provided in order to promote 
the interest of the House Staffs and medicine 
in general. 

This concept may very well be sound, but 
there are certain qualifying elements which 
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should be considered. Despite statements to 
the contrary, it would still seem that the in- 
tern year is essentially a part of the medical 
educational experience. It would be extremely 
unsatisfactory for the good of the young phy- 
sician to avoid this year, and in fact he must 
take it in most areas. Most hospitals do not 
have unrestricted budgets, and if funds are 
to be increased in one area it is very likely 
that they must, of necessity, be decreased in 
other areas. Thus in a teaching hospital, if it 
became necessary to pay a very considerable 
amount above present salaries to members of 
the House Staff, it would probably be neces- 
sary to abstract the necessary money from the 
sum devoted to the purpose of teaching. Thus, 
while the intern would be better financially, 
he would be worse in point of training re- 
ceived. 


In one familiar teaching hospital system, 
the budget for maintenance and sustenance of 
the House Staff runs to about two hundred 
thousand dollars annually. Stipends paid 
would seem to be within reason, ranging from 
approximately $200 per month for interns to 
an average of about $235 a month for resi- 
dents. If these salaries were to be doubled, 
reaching a figure which has been advocated 
in some quarters, the hospital would be in a 
position for providing from some source 
another two hundred thousand dollars. If the 
teaching program were not to be endangered, 
this sum would have to come from the general 
budget of the hospital, and eventually would 
probably be passed on to the patient, who 
would have an added fillip to the rapidly 
ascending costs of his hospital care. 


It ‘would seem that in recent years emphasis 
has been turned increasingly on teaching 
experience and directed away to some extent 
from the older idea of actual service to pa- 
tients. Which is of most importance it is hard 
to say, but certainly one should take into ac- 
count the fact that the service to patients is one 
of the best approaches to permanent knowl- 
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edge, and possibly in a practical way it is even 
better experience than that derived from in- 
numerable discussions on rather esoteric situa- 
tions. 

Not all House Staffs are eager workers, and 
some of them are only too willing and anxious 
to perform a minimum of work and get away 
from the hospital and into an unrealistic home 
life of relative ease which they can scarcely 
hope to continue in practice. If spokesmen for 
considerably increased stipends for House 
Staff members are to promote a successful 
campaign, it would seem well that they might 
at the same time impress upon these young 
physicians the importance of satisfactory per- 
formance and the realization that they are 
obligated to give a quid pro quo. 


THE MEDICAL EXAMINERS TROUBLES 

An article in Medical News of March .24, 
1961 gives a full discussion of remarks made 
by Dr. Harold E. Jervey, chairman of the 
South Carolina State Board of Medical Ex- 
aminers and retiring president of the Federa- 
tion of State Medical Boards of the United 
States. Dr. Jervey believes that the present 
disciplinary arrangements for policing un- 
ethical physicians constitutes one of the great- 
est weaknesses of today’s medicine, and com- 
ments that Medical Society discipline is 
“ineffectual for the most part” and that there 
is a profound apathy and lack of responsibility 
by physicians as a whole. What concerns Dr. 


Jervey particularly is the likelihood that the 
lawmakers will step in and produce legislation 
which will not be desirable for the medical 
profession, and that the only way to avoid this 
possible measure is for the profession to police 
itself vigorously and immediately. Dr. Jervey 
estimates that two to three per cent of physi- 
cians are legal offenders, and at least one per 
cent are narcotic addicts and that very little is 
being done about either category. 

The American Medical Association has given 
full support to Dr. Jervey’s position, although 
it has not been as vigorous in its charges. It 
believes that the matters which concern Dr. 
Jervey should come into open view and that 
uniformity in state disciplinary acts must be 
obtained in order to produce effectual means 
of communication between various parts of the 
country. Dr. McKeown of the A. M. A. com- 
mittee believes that few areas are aware of 
the problems or else they are apathetic and 
unwilling to face the necessity for disciplinary 
action. State boards of examiners and state 
medical societies have perhaps not been force- 
ful enough in promoting the necessary direc- 
tion. 

South Carolina may well be one of the back- 
ward states, if one may judge by the reaction 
which was created by the simple proposal to 
establish re-registration of physicians in order 
to obtain necessary information which would 
be applicable in situations where discipline 
may be necessary. 





BLUE CROSS. 





OUR FIGHTING CHANCE 


George Cooper, Jr., M. D. 
Charlottesville, Virginia 


Edited by 
Richard J. Ackart, M. D. 


The future of the physician-directed, non-profit 
Medical Service Associations—Blue Shield Plans—of 
the country depended a great deal upon the results of 
the recent presidential election. Had the people voted 
strongly for the platform of the national Democratic 
party; that is, for rapid development of a welfare 


.. BLUE SHIELD 





state (which would, of course, include medical care 
provided by taxation), these Associations would have 
been at least temporarily eclipsed and possibly would 
have headed for.permanent dissolution. Fortunately, 
however, the 50-50 division between socialists and 
individualists which apparently exists in the United 
States, as reflected by the election results, indicates 
that there is still a fighting chance to preserve the 
basis of medical practice as we know it, the freedom 
to choose one’s physician and his reimbursement by a 
fee for service rendered. 

While there is still time, the medica! profession must 
speedily re-evaluate its safeguards against government 
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encroachment in the light of today’s popular and 
political thinking about medical care. And the pro- 
fession must speedily strengthen those safeguards 
which are proving effective. 

The starting point is recognition of the changed 
concept of the place of medical service in the Ameri- 
can way of life. There was a time when medical 
service, like a college education, was regarded as a 
commodity to be purchased by those who could 
afford it, omitted by those who could not. And though 
generous physicians did a great deal of charity work, 
much needed medical service was not obtained. Today, 
however, complete medical service is considered a 
right of every citizen—to be supplied by the com- 
munity when the individual cannot afford it. Medical 
Service is now regarded as a public service, like 
schools and police protection, to which everyone in 
society is entitled regardless of his personal ability to 
pay. 





When recognizing this modern, public service con- 
cept of medical care, the profession must be keenly 
aware of the fact that a public service need must be 
met—or government steps in. For a good many years 
the vast majority of our fellow citizens have been con- 
vinced that this public service concept is indeed valid 
but, so far, they have not found a way to convert the 
concept to a reality. In order to do so, a growing 
number of citizens have become impatient enough to 
be willing to exchange the present system of medical 
practice for universal medical care paid for by gov- 
ernment out of tax funds. For reasons familiar to us 
all, organized medicine and—happily—a few of our 
political leaders oppose the change on the grounds, 
not that the objectives should not be reached, but that 
it can be reached without federal medicine. 

The effort by organized medicine to furnish all of 
our citizens their right to complete medical care has 
been concentrated in the physician-directed Blue 
Shield Plans, which offer as broad coverage as pos- 





sible on a voluntary, non-profit basis to all who can 
be covered from an actuarial standpoint. Over the 
nation, this covers many thousands whom the com- 
mercial companies turn down as poor risks, and many 
other thousands who cannot afford the commercial 
carriers’ rates. Blue Shield coverage, in terms both of 
services paid for and of people enrolled, is being 
broadened as rapidly as its economic and actuarial 
aspects permit. 

The objective of organized medicine, then, is to 
prove through Blue Shield that voluntary prepayment 
to a non-profit organization—which does not disturb 
the patient-physician relationship nor the fee for ser- 
vice principle—can finance medical needs on so broad 
a seale that government medicine is not necessary. 
his is the most important task facing medicine today. 
Every citizen who has a sense of responsibility to his 
profession and understands the purpose of Blue Shield 
will join in the effort by becoming a Participating 
Physician in his local Blue Shield Plan. The House of 
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Delegates of the A. M. A. in Dallas in December, 
1959, and again in Atlantic City in June, 1960, re- 
iterated its support of Blue Shield. “To serve the pub- 
lic best, Blue Shield Plans need and deserve the sup- 
port of physicians and medical societies.” 


Blue Shield in South Carolina led all plans its size 
in increase in membership in the last quarter of 1960. 
Almost ten percent of the population is covered by 


Blue Cross and about 191,000 by Blue Shield. 


The continued increase in cost of hospitalization 
and increase in utilization still makes it difficult for 
Blue Cross to put aside enough surplus to meet its 
required 3%. In 1960 there was a decrease in ad- 
missions per thousand from 150 to 144. That is ad- 
mirable, but offsetting that was an increased length of 
stay from 7.1 days per case to 7.4 days per case. 
These facts point out the need for constant vigilance 
on the part of every physician and also every medical 
service committee of every staff to assure that un- 
necessary admissions are kept to a minimum, and 
length of stay is reduced wherever possible. 

It is interesting to note that the hue and cry over 
medical care of the aged has resulted in very few 
subscribers in this group . There are only 1876 sub- 
scribers now and most of these were admitted when 
there were no restrictions and when it was first 
offered. It is also interesting to note that Blue Cross 
received in premiums from this group a little over 
$82,000.00 last year and spent somewhat over 
$99,000.00. In other words the rate charged for Blue 
Cross was too low and an adjustment in rates is 
anticipated as being necessary in the near future. 

At the last meeting of the Blue Shield Board it was 
pointed out that in deciding about whether a family 
is entitled to service benefits or not we should be 
tempered with the spirit of the principle rather than 
the actual wording. For example, if a surgeon charges 
$200.00 for an operation ordinarily and, the service 
fee allows $100.00 then, if the family’s income is only 
$100.00 or $200.00 over a $4,000.00 dividing line 
between service and indemnity, it would appear 
reasonable that the surgeon might charge $125.00 or 
$135.00 instead of the usual $200.00. In other words, 
as most physicians always have done and still do, fees 
should be adjusted even where the service idea does 
not prevail. The medical profession is in the spotlight, 
every satisfied patient is to our credit, every dis- 
gruntled one a loud and loquacious detractor to the 
profession. By the same token, when members of a 
family borrow money to put a patient in a private 
room or pool their resources to pay for special duty 
nurses, the physician may charge his full fee even if 
the family income is below the dividing line. How- 
ever, he would create a much better impression if he 
increased his fee only a little or perhaps none at all. 
In other words all physicians should exercise dis- 
cretion when it comes to charges as well as fees. 








News 











CONWAY MEDICAL STAFF MAKES 
DONATION 


The Board of Trustees of Conway Hospital has 
announced that the sale of the issue of debentures in 
the amount of $125,000 has been completed. 

The Trustees have also announced the receipt of a 
gift of $22,000 from the doctors who are members of 
the Medical Staff. 


The Conway Hospital has just received a letter 
from Kenneth B. Babcock, M. D., Director of the 
Joint Commission on Accreditation of Hospitals, an- 
nouncing that it has received full accreditation of the 
commission for a period of three years. 


MEDICAL SOCIETY MET AT 
JACKSONBORO 

A large group of doctors and their wives, all mem- 
bers of the Coastal Medical Society, met at Jackson- 
boro March 23. Officers for the coming year were 
elected. 

Elected president for the coming year was Dr. Ford 
Rivers of Charleston. Dr. Gus Richards, also of 
Charleston was elected vice president and Dr. Warren 
S. Smith, of Walterboro, was elected secretary and 
treasurer. 


The Union County Medical Society and the Staff 
of the Wallace Thomson Hospital met in a combined 
meeting at the Fairforest Hotel March 14. 

During the meeting the Medical Society elected 
officers for the coming year. Those chosen were: 
President, Dr. John A. McLeod of Lockhart; Secre- 
tary and Treasurer, Dr. Palmer W. Fant. 

Dr. P. K. Switzer, Jr., was named delegate to the 
South Carolina Medical Association’s annual meeting 
to be held in Charleston in April. Dr. Harold P. Hope 
was named as alternate delegate. 


DR. R. S. SOLOMON 

Dr. Robert S. Solomon, Moncks Corner physician, 
has been elected president of the Moncks Corner 
Chamber of Commerce for the 1961-62 year. 

Others who wili serve with him are Dr. P. E. Myers, 
another Moncks Corner physician, and H. Norman 
West, lawyer and member of the State House of 
Representatives. Dr. Myers will be the new vice- 
president and Mr. West will continue to serve as 
secretary-treasurer. 


DR. MAY NOMINATED TO 
BENNETTSVILLE COUNCIL SEAT 
Dr. Charles R. May was nominated to City Council 
in a run-off primary at Bennettsville. 
Dr. May polled 617 to 511. 


STATE NEEDS MORE DOCTORS, 
ADVISORY GROUP HEAD SAYS 


“Student ranks must swell at the South Carolina 
Medical College in the next 10 years,” A. L. M. Wig- 
gins, chairman of the Governor’s Advisory Committee 
on Higher Education, said. 

“Already South Carolina is low in the ratio between 
doctors and population. In order to maintain and im- 
prove that ratio, we will have to increase the number 
of doctors we turn out,” he continued. “Growth in 
population will require a comparable growth in the 
medical college.” 

Commenting that the college is working at capacity 
now, Mr. Wiggins said that the problems of physical 
facilities and land for expansion are not insurmount- 
able, and that there are plans to increase classes at 
the college from 80 to 120 students, although not in 
the immediate future. 

Mr. Wiggins said that he and his committee were 
very much impressed with the high quality of work 
at the college and the high standing its students have 
in the profession. The committee spent the entire 
morning touring the college, hospital and the nursing 
school. 

Equally impressed with the nursing school, Mr. 
Wiggins said, “We can’t forget that there is also a 
tremendous demand for nurses in the state.” 

Whether his committee’s report will affect fiscal 
allocations to state educational institutions depends 
on whether the governor follows their advice, Mr. 
Wiggins said. “Our proposal will be accepted only so 
far as it is meritorious,” he said. 

The advisory committee was formed by the gov- 
eror to study the demands which will be made on 
South Carolina colleges due to population growth in 
the next decade. 


Composed of people familiar with the field and 
problems of education, the committee will advise the 
governor as to the wisest course in meeting these de- 
mands. 


WELL EARNED 


Broad River area legislators have joined in pro- 
posing that the new bridge at Peak be named after 
Dr. Carroll A. Pinner. This Newberry County doctor 
served both sides of the river, keeping an automobile 
on each side and walking the trestle from one side of 
the river to the other. 

We could imagine no better tribute to a life of 
service than to name this bridge for the country 
doctor who lived a life of service to the people of 
his community. 
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S. C. PHYSICIAN HEADS DRIVE 
AGAINST POLIO 


The American Medical Association has announced 
an all-out drive to stimulate state and county medical 
societies in a spring campaign to have people take 
Salk polio shots. 

Dr. Julian P. Price of Florence, S. C., chairman of 
the AMA Board of Trustees, said 40 per cent of the 
nation’s population has not yet been inoculated 
against polio. He added: 

“Polio still remains a serious health menace and 
state and county medical societies will be urged to 
cooperate with the U. S. Public Health Service and 
the national foundation in getting more people to take 
their polio shots.” 

Price said the timing of the campaign is important 
so everyone can receive at least three polio shots be- 
fore the summer polio season begins. 


HAMPTON COUNTY 

A mobile emergency team trained and equipped to 
give medical service to disaster victims will soon be 
formed in Hampton County. 

The Hampton County Medical Society has adopted 
a resolution whereby they “accept the task of organ- 
izing and training personnel to make available emer- 
gency medical service to the citizens of their com- 
munities.” 

The resolution, prepared by the S. C. Civil De- 
fense Agency, is the first step in the SCCDA’s medi- 
cal disaster plan for South Carolina. The ultimate 
objective of the CD Agency is to have medical sup- 
port teams throughout the state. 

After initial training and equipping is completed, 
the medical teams would be ready to move into any 
area where their services are needed. 


NEW CHARLESTON HEALTH 
DEPARTMENT HEAD IS APPROVED 

Dr. Malcolm U. Dantzler, assistant to retiring 
Health Department Director Dr. Leon Banov, has 
been recommended for the post by the director. 

Dr. Banov said his assistant “is the only person 
eligible for the job.” 

The director plans to retire June 30 after a long 
career. 

At a recent meeting, the County Board of Health 
approved Dr. Dantzler as Dr. Banov’s successor. 

Dr. Banov said his assistant has been carefully 
trained in the operation of the department during his 
years of service. 

At the meeting of the board of health, the follow- 
ing resolution was adopted: 

“While we accept Dr. Banov’s intended retirement, 
we do so with full appreciation of a half century of 
dedicated service and outstanding achievement. 

“We will continue to use his experience and wis- 
dom in an advisory capacity as a consultant to the 
health department.” 
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STATE SENATE PASSES RETIREMENT 
REVISION 

The State Senate has approved a measure which 
would allow Dr. Leon Banov to continue as health 
officer for Charleston County beyond the compulsory 
retirement age. 

Dr. Banov has been health officer in Charleston for 
almost a half-century and has reached the compulsory 
retirement age of 72. 

The 1961-62 general appropriations bill carries 
several other state and local officials in special sections 
who have passed the age maximum imposed by state 
statute. 


JOHNS HOPKINS ALUMNI HONOR 
DR. WEINBERG 


The Johns Hopkins Alumni Association of South 
Carolina presented a 50-year medal of honor to Dr. 
Milton Weinberg of Sumter on March 29. 

Dean G. Wilson Shaffer of Johns Hopkins and 
O. P. Steinwald, director of alumni relations for the 
Baltimore institution addressed the meeting. 


RIDGE MEDICAL SOCIETY 
The Ridge Medical Society will organize a mobile 
emergency team to render aid to disaster victims of 
Edgefield and Saluda counties. This mobile unit will 
be composed of doctors of these counties that will be 
trained and equipped to give the fastest possible aid. 


DR. PERKINS 


Dr. Paul K. Perkins, who retired from active service 
as a Captain in the U. S. Navy on March 1, has joined 
The Springs Cotton Mills as Director of Industrial 
Medicine for the Gayle, Eureka and Springsteen 
plants in Chester. 

Dr. Perkins was born in Pikeville, N. C., and is a 
graduate of the University of North Carolina and the 
Rush Medical School of the University of Chicago. He 
served his internship in the U. S. Naval Hospital in 
Washington, D. C. 

Dr. Perkins is a Fellow of the American College of 
Surgeons, a Diplomate of the American Board of 
Surgery and a member of the Association of Military 
Surgeons. 


DOCTOR UTSEY MOVES OFFICE 
Dr. Robert D. Utsey has moved his office from 
1202 “D” Ave., West Columbia, to 1115 Augusta St. 
His telephone number remains the same. 


Henry E. Plenge, M. D. takes pleasure in an- 
nouncing the association of Rupert E. Hodges, M. D. 
in the practice of Radiology at 157 Catawba. 

Marjorie M. Mengedoht, M. D. announces the 
opening of her office at 1164 Northbridge Drive, 
Northbridge Terrace, Charleston. Practice limited to 
pediatrics. 








DR. CLARK OPENS OFFICE 

Dr. Serena Riser Clark has announced the opening 
of her office for the practice of General Medicine in 
the Medical Building, 23 Forest Lake Shopping 
Center, Columbia. 

A native of Columbia, Dr. Clark received ‘a 
bachelor of science degree from the Woman’s College 
of the University of North Carolina. She attended the 
University of South Carolina for graduate study and 
in 1949 received the degree of M. D. from the Medical 
College of South Carolina. Following graduation she 
served an internship at the Columbia Hospital. 

She has served as medical director for the out- 
patient clinic at Columbia Hospital, was college phy- 
sician and a member of the faculty at Columbia Col- 
lege and has been a member of the staff of the South 
Carolina Tuberculosis Sanatorium at State Park. At 
the present time she is serving as medical consultant 
for the St. Michael and All Angels Episcopal Church 
kindergarten. 


Medical College News 
Dr. Frederick E. Kredel has been made Professor 
of Clinical Surgery. 
Dr. R. Randolph Bradham is now Acting Professor 
of Surgery. 
On July 1, Dr. R. W. Hanckel will become full-time 
Professor of Otolaryngology. 


DR. LYNCH SPEAKS TO CANCER SOCIETY 
VOLUNTEERS 

Dr. Kenneth Merrill Lynch, Chancellor of the Medi- 
cal College of South Carolina, spoke to some 200 
volunteers for the American Cancer Society from all 
parts of the state at the South Carolina Division’s 
annual spring meeting. In 1957 Dr. Lynch was pre- 
sented the citation and medallion of the division for 
his outstanding contribution in the field of cancer 
control; this award is the division’s highest honor. 

Dr. Lynch was presented by Dr. Thomas A. Pitts, 
chairman of the executive committee of the American 
Cancer Society’s South Carolina division. 


The Doctors Young of Anderson Honored 

Dr. Charles Henry Young and Dr. Anne A. Young, 
his wife, were honored in a full page article in the 
Anderson Daily Mail of March 2, 1961. The article, in- 
scribed “Scroll of Honor,” paid tribute to the Doctors 
Young, saying: “They are, we believe, possibly the 
outstanding husband-and-wife team of healers of the 
body and soul in the United States today.” 

Both Dr. Charles Henry Young and Dr. Anne 
Young have been staff members at Anderson Mem- 
orial Hospital since 1918. They also both are members 
of the Anderson County Medical Society, the South 
Carolina Medical Association, and the American Medi- 
cal Association. Dr. Anne Young is a member of the 
American Association for Maternal and Infant Health, 
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Dr. G. E. McDaniel, Director, Division of Disease 
Control, State Board of Health, was honored by the 
presentation of a bronze nlaque from the South Caro- 
lina Entomological Society at its sixth annual meeting 
in Florence on March 23. In presenting this plaque 
to Dr. McDaniel, elected the Society’s first honorary 
member in 1956, Mr. Norman Allen, President, said: 
“This plaque is being presented to you by the mem- 
bership of the South Carolina Entomological Society, 
Inc. It is in recognition of your interest and foresight 
on the place of entomology in the activities of the 
State Board of Health. You have been aptly referred 
to as the ‘Father of Medical Entomology in South 
Carolina.’ It seems only fitting, therefore, that the 
Society recognize you for this outstanding contribution 
to its field of mont 5 





the American Medical Women’s Association, and 
the Pan-American Medical Women’s Alliance. Dr. 
Henry Young also is a Fellow of the American Col- 
lege of Surgeons. 


DR. PAYNE IS NOW ASSOCIATED 
WITH DR. PITTS 

Paul Eugene Payne, Jr., M. D., has begun the gen- 
eral practice of medicine in Columbia, in association 
with J. William Pitts, M. D. 

Dr. Payne, whose office will be at 1400 Barnwell 
St., is the son of the late Dr. Paul Eugene Payne, 
well-known Columbia physician. 

A native of Columbia, Dr. Payne is a graduate of 
Columbia High School. At the University of South 
Carolina he was elected to Phi Beta Kappa honorary 
scholastic fraternity and was graduated cum laude in 
1952 with a Bachelor of Science Degree. While at the 
University he was active as a Boy Scout leader in 
Columbia. He was advisor to Explorer Posts 15 and 
22. He was a member of Sigma Alpha Epsilon social 
fraternity, and Alpha Kappa Kappa honorary pre- 
medical fraternity at the University. 

After graduation from the Medical College of South 
Carolina, where he was a member of Alpha Omega 
Alpha honorary society, he interned at the University 
of Pennsylvania Hospital, then entered the Navy as 
assistant medical officer at the Charleston Naval Base. 
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He later completed the Naval Flight Surgeons’ School 
at Pensacola, Fla., and was assigned to Carrier Air 
Group 8 on the USS Forrestal for two and one-half 
years. Having terminated active duty in January of 
this year, he is now attached to the local Naval Re- 
serve unit as assistant medical officer. 

Dr. Payne is affiliated with the staff of the Col- 
umbia, Baptist, and Providence Hospitals, and is also 
associated medical director of Pine Lake Rest Home. 


DR. T. G. ORR ANNOUNCES 
NEW OFFICE OPENING 


Dr. Theodosia Gailey Orr has announced the open- 
ing of her office at the Medical Building of Forest 
Lake Shopping Center for the private practice of ob- 
stetrics and gynecology. (Columbia ) 

A native of Columbia, Dr. Orr received the 
Bachelor of Science degree from the University of 
South Carolina in 1952. She received her medical de- 
gree in 1956 from the Medical College of South Caro- 
lina and, after graduation, served her internship at 
the Columbia Hospital. A three-year residency in ob- 
stetrics and gynecology was completed by Dr. Orr at 
the Columbia Hospital in June, 1960. 

She is a Junior Fellow of the American College of 
Obstetrics and Gynecology. 


AIR FORCE CALLS 250 NEW DOCTORS 

The Defense Department, for the first time in four 
years has called for a draft of doctors. It wants 250 to 
serve with the Air Force. 

A Pentagon announcement said this is a special call 
“made necessary by the failure of this year’s intern 
group to volunteer for active duty beginning in July 
1961 in sufficient numbers to meet the requirements 
of the military medical service.” 

This is the first time since 1957 that the Defense 
Department has resorted to the draft to obtain doctors. 

The action Monday was foreshadowed last Novem- 
ber when the Defense Department said that there had 
been a drop in volunteers for medical reserve com- 
missions. 

At the time the Pentagon said that this might re- 
quire Selective Service calls for as many as 650 phy- 
sicians early this year. The military services have been 
successful until recently in bringing doctors into the 
military for two-year tours of active duty on a vol- 
untary basis. 





S. C. MEDICAL NEEDS STILL URGENT 

During the past 13 years nearly $71 million dollars, 
of which over $33.5 million was in the form of grant- 
in-aid funds under the Federal Hill-Burton Act, have 
been or are currently being spent in South Carolina. 

The money is for 23 completely new hospitals, 66 
hospital beds or adjunct facility additions, 29 main 
health centers, two additions to health centers, 58 
auxiliary health centers, three nursing homes, eight 
nurses’ residences, four nurses’ residences and training 
schools, and two mental health clinics, Dr. G. S. T. 
Peeples, state health officer, said. 
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Administered by the hospital construction section 
of the State Board of Health, these projects 
have provided 4,802 additional beds as well as new 
and improved facilities for the diagnosis, treatment 
and care of patients and for the teaching and training 
of personnel in the medical field. 

He added that along with this progress, however, 
there are unmet needs for medical facilities. The 
advisory council for the Hospital Construction Pro- 
gram has recommended on the basis of five mental 
beds per 1,000 population and an estimated state 
population of 2,346,000, that South Carolina needs an 
additional 9,618 beds for mental and retarded patients. 

On the basis of three beds per 1,000 population, an 
additional 6,198 nursing home beds are needed. The 
State also needs eight rehabilitation centers. 

Dr. Peeples said federal matching funds have been 
available for the construction of rehabilitation centers 
for the past four years, but due to the lack of eligible 
sponsoring agents these funds have been transferred 
to sister southern states. 


NATIONAL COUNCIL SUPPORTS MEDICAL 
CARE MEASURE 

The rapidly rising costs of health care and insurance 
prompted the General Board of the National Council 
of Churches to support legislation which would aid 
low income families and those 65 and over who cannot 
afford voluntary health insurance. While supporting 
extended benefits under the Old Age, Survivors’ and 
Disability Insurance, and recommending that full ad- 
vantage be taken of the recent amendment to Title I 
of the Social Security Act, the Board suggested no 
specific legislation. 

The fact that only 35 per cent of those 65 and over 
have any health insurance at all and that 80 per cent 
of them have annual income of less than $2,000 a 
year was cited in the pronouncement as a major reason 
for increased assistance. 

Stating that government participation in welfare 
programs does not necessarily involve loss of individual 
freedom or an affront to personal dignity, the Board 
noted “the Christian obligation to include provisions 
of the administration (of such a government program ) 
that will adequately safeguard freedom, dignity and 
self-respect.” 

The General Board also expressed its confidence in 
the cooperation of the medical profession and health 
agencies both in planning and executing comprehen- 
sive health program for the aged and needy in the 
nation. 


South Carolina Heart Association 

Albert R. Simonds, first vice president of the 
Citizens and Southern National Bank of South Caro- 
lina, has been elected president of the South Carolina 
Heart Association for 1961-62. He succeeds Dr. R. 
Cathcart Smith of Conway, who was presented the 
Distinguished Service Award. 

Other officers named were Dr. C. Warren Irvine, 
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Jr., Columbia, vice president; Dr. Allen B. Warren, 
Jr., Spartanburg, secretary; O. Wilson Farrell, Col- 
umbia, treasurer; Dr. R. Cathcart Smith, chairman of 
the board of directors, and Robert C. Burton, Colum- 
bia, executive director of the association. 

Elected to the board of directors for a three-year 
term were Dr. C. Ford Rivers of Charleston, Dr. A. 
Izard Josey of Columbia, Dr. R. Brooks Scurry of 
Greenwood, Dr. N. B. Baroody of Florence, Dr. 
Edward F. Parker of Charleston, Robert N. Jones of 
Rock Hill, John L. M. Tobias of Columbia, Stathy J. 
Verenes of Aiken, Albert F. Heinsohn of Charleston 
and Mr. Albert R. Simonds. 

Dr. Philip E. Assey of Georgetown was presented 
a Meritorious Service Award. 


THE NATIONAL SOCIETY FOR CRIPPLED 
CHILDREN AND ADULTS 


CHICAGO — Dr. Benjamin Spock, noted pedi- 
atrician, has joined the expanding list of outstanding 
writers who are contributing to the Parent Series of 
pamphlets published by the National Society for 
Crippled Children and Adults. 

His “On Being a Parent—of a Handicapped Child” 
has just been released and is the eighth in the series 
of booklets designed to give practical aid and helpful 
guidance to parents toward meeting the needs of their 
crippled child with better understanding. 

Professor of Child Development at Western Reserve 
Medical School in Cleveland, Dr. Spock is inter- 
nationally known and has literally been the world’s 
baby doctor for many years. His most famous book 
“Baby and Child Care” has been published in numer- 
ous editions and in many languages and has long been 
one of the top best sellers in the parent guidance field. 

In “On Being a Parent — of a Handicapped Child” 
Dr. Spock emphasizes that crippled children range 
all up and down the scale of human behavior—just 
like children without handicaps. 





“All mothers and fathers can learn something from 
the problems faced by parents of retarded and handi- 
capped children,” Dr. Spock says. “That’s because no 
child is perfect, and we all react to imperfection in 
our offspring in somewhat similar patterns. But it is 
much easier for us to see and understand the reactions 
to such disappointments when the handicaps are 
severe than when they are mild.” 

The basic strength and resourcefulness of parents 
really count when the shock of discovery of a handi- 
capping condition in their child wears off and as 
parents they settle down to live with the situation. “It 
is much the same whether there is a handicap in the 
usual sense, or whether the problem is marital or 
financial or one of delinquency,” Dr. Spock says. 
“This is the stage where the difficulty is either coped 
with or left unsolved.” 

The way parents view their child is primarily the 
only way he can acquire his sense of himself. “Whether 
they consider him weak or husky, attractive or un- 
appealing, good or bad, pathetic or terrific, he will 
tend—other things being equal—to accept their view,” 
says Dr. Spock. If the parents can act as if the handi- 
capped child were a regular child except for the de- 
fect, love him, enjoy him, expect his best efforts, re- 
quire his cooperation, punish him when punishment is 
due, feel no great embarrassment about him, others 
will accept him on the same basis, he points out. 

In carrying through on his subject, Dr. Spock dis- 
cusses many vital points applicable to all parents. He 
urges wise counseling on child development problems 
and sees in groups established by parents themselves 
a valuable meeting ground where they can share com- 
mon problems, learn from one another’s solutions, feel 
they are no longer alone. 

Copies of “On Being a Parent — of a Handicapped 
Child” can only be obtained through the Publications 
Service, National Society for Crippled Children and 
Adults, 2023 West Ogden Avenue, Chicago 12, IIl. 
The per copy cost is 25 cents. 











The Evaluation Clinic for Mentally 
Retarded Children 
1515 Bull Street 
Columbia, South Carolina 
Hilla Sheriff, M. D. 
Administrator 
E. Kenneth Aycock, M. D. 
Clinic Director 
Clinic Opening Date: April 15, 1961 
The Evaluation Clinic for Mentally Retarded Chil- 
dren is set up for the purpose of comprehensive diag- 
nostic study and evaluation of the child whose de- 


to 
_ 
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velopment reflects some degree of mental retardation. 
The clinic is administered by the Maternal and Child 
Health Division of the South Carolina State Board of 
Health. 
Services offered are: 
Evaluation of physical, psychological and _ social 
factors. 
Parent counseling and casework services. 
Appropriate referral and follow-up. 
Periodic review of the child. 
Consultation with professional persons, agencies, 
parent groups, and interested individuals. 
Assistance with in-service training programs. 
Services of the clinic are available at no cost to the 
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family. When financially able, the family will be 
expected to pay for extra clinical services and con- 
sultations which are indicated. 

Personnel: The clinic staff includes a pediatrician, 
medical social worker, public health nurse, psy- 
chologist, and secretary. Consultation from the 
staff of the Maternal and Child Health Division 
of the South Carolina State Board of Health is 
available. 

Referrals: Any child, living in South Carolina, under 
seven (7) years of age, thought to be slow in 
mental development, may be referred. Referrals 
must be made by a physician either in private 
practice or by the county health officer, on a 
prescribed form. These forms may be obtained 
from the local county health department or from 
the clinic. The completed referral should be 
mailed to the Evaluation Clinic for Mentally Re- 
tarded Children, 1515 Bull Street, Columbia, 
ag oe 

The 3rd World Congress of the International Fed- 

eration of Gynaecology and Obstetrics will be held 
in Vienna from September 3 to 9, 1961. 


TRUDEAU SCHOOL OF TUBERCULOSIS 
and 
OTHER PULMONARY DISEASES 


Forty-sixth Session 
1961 


The Trudeau School of Tuberculosis and Other 
Pulmonary Diseases, which will hold its Forty-sixth 
Session in Saranac Lake, N. Y. from June 5th to 23rd, 
1961, continues to provide a unique opportunity for 
training in the field of chest diseases. This annual 
postgraduate course for physicians, conducted under 
the auspices of the Trudeau Foundation and supported 
by the Hyde Foundation, is able to provide outstand- 
ing instruction at a minimal tuition of $100.00 for a 
three weeks session. 


Inquiries should be addressed to the Secretary, 
Trudeau School of Tuberculosis and Other Pulmonary 
Diseases, Box 670, Saranac Lake, N. Y. 


PAP FOR SENIOR CITIZENS 
Forrest Davis 


According to expectations, the Conference on 
Aging followed the immutable law of all such benevo- 
lent gatherings. Its mood, although no general vote 
was taken, embraced the thesis of President Kennedy, 
organized labor, the Left in all its shadings, the social 
science faculties and the President’s task force headed 
by Prof. Wilbur Cohen of the University of Michigan. 
That thesis being, however it strains your credulity, 
that all persons 65 years old or over, rich, well-off or 
poor, employed, practicing professions or trades, run- 
ning businesses or farms, or disabled, are to become 
the beneficiaries of subsidies extracted from workers 
and their employers to pay the expenses incident to 
illness. 

The fact that a majority of “senior citizens,” probably 
quite sizable, has no need of such a handout, to which 
none will contribute, does not weigh with the Wilbur 
Cohens. Nor does the estimate that two million of the 
elderly, perhaps those with the highest incidence of 
indigence, are uncovered by social security. 

Nor did the conference consider the almost certain 
politico-economic consequences of these unearned 
grants-in-aid. For “senior citizens” are not the only 
Americans who find it difficult to meet medical ex- 
penses. If the worker is to bestow these benefits in- 
voluntarily upon the aged, why not look out for him- 
self by tapping the same till? It stands to reason, 
doesn’t it? Why not take another whack at the worker’s 
dollar to provide all social security enrollees money 
for the doctors’ bills? 

The sensible and considerate individual’s objections 
to the tenor of the Conference on Aging and the 
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President’s determination to push this scatter-gun solu- 
tion through Congress are not based alone on the vista 
of ever-wider welfarism, the intimations of socialized 
medicine and the matter of equity involved in directly 
taxing the many for the benefit of the few. If ever a 
great public policy was arrived at in the dark this is 
it. There exist no trustworthy statistics as to the human 
need with which it purports to deal. We know from 
census reports that there are some 16.5 million Ameri- 
cans 65 or older. How many are at work, full-or part- 
time; how many have sufficient funds, how many are 
pensioned or enjoying annuities, how many cared for 
by willing and able relatives, how many have health 
insurance—all these highly relevant breakdowns are 
undisclosed. 

Two impressions could be derived from the confer- 
ence proceedings. The first, that those Americans 65 
and older are prevailingly an undifferentiated parcel 
of derelicts, living meanly, racked by aches and pains 
not now alleviated, yet far too proud to apply for what 
one speaker denounced, amid cheers, as “charity medi- 
cine.” He was deploring the means test written into 
the health bill for the aged passed by the last Con- 
gress. Yet “charity medicine” is as old as medicine. 
The first hospitals in the West were established for the 
poor by charitable foundations. But in the “age of 
modulation,” no American can be expected to endure 
the “humiliation” of admitting that he cannot pay for 
getting well out of his private purse although he can 
accept without qualm the money of other people after 
it passes through the hands of the publican. 

The second impression is one of rather gross con- 
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descension for fellow citizens who have passed their 
65th milestone. Underlying it all was the tacit as- 
sumption that Americans full of years and experience 
have lost their capacity for choice. Henceforth they 
may be expected to become wards of the Federal Gov- 
ernment, their habitats built to bureaucratic taste, 
recreation worked out by formula, diet regulated, all 








to the end that, as a silly “bill of rights” issuing from 
one panel put it, they may “die with dignity.” The 
next step for “senior citizens” is to colonize them on 
reservations and, after that, perhaps euthanasia. 
Reprinted by permission from National Review 
(Jan. 28, 1961), 150 East 35th St., N. Y. 
16, N. Y. 





Statement by The State Board of Health 
Regarding The Arden House Conference on 
Tuberculosis as it Relates to South Carolina 


It appears proper that some background informa- 
tion be presented on tuberculosis control in this State 
before entering into a discussion of the recommenda- 
tions of the Arden House Conference which took place 
in Harriman, New York, November 29 - December 2, 
1959. 

In 1945 the Section of Tuberculosis Control was 
established in the South Carolina State Board of 
Health. Because of the complexity of the problem, it 
was and is still realized that the solution of the tuber- 
culosis problem cannot be the sole responsibility of 
that Section. Among those concerned with the various 
aspects of tuberculosis control are the physicians, sana- 
toria, local health departments, nurses, and the vol- 
untary health organizations. Essentially, the role of 
the Section of Tuberculosis Control is to provide 
leadership in bringing these forces together and con- 
tribute what it can through the use of available public 
funds and personnel. 

Specifically the program of the Section of Tuber- 
culosis Control consists of the following: 

1. Reporting and registration of cases 
. Case finding 
. Case and contact follow-up 
. Provision of out-patient treatment services 
. Medical, nursing and social consultative services 
. Distribution of old tuberculin upon request to 

private physicians and local health departments 
. Furnishing sputum bottles and mailing con- 

tainers to physicians and local health departments 
for submitting specimens to the Division of Lab- 
oratories for examination for tubercle bacilli 

Obviously the tuberculosis problem cannot be suc- 
cessfully attacked unless one has information concern- 
ing the identity, location, and pathological type of 
cases which constitute the problem. Physicians, clinics, 
hospitals, sanatoria, etc., report their tuberculosis 
cases to the Section of Tuberculosis Control. 

Each county health department is furnished tuber- 
culosis register cards along with a suitable filing con- 
tainer. This register card is of the veri-visible type 
and makes easily available the information which may 
be contained in a number of scattered and unco- 
ordinated records. A system of marginal signals pro- 
vides for the signaling of any desired pertinent in- 
formation. By keeping the registers current the size 
of the tuberculosis problem is reflected at all times. 

What then is the tuberculosis situation in South 
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Carolina in 1961? Tuberculosis in 1961 bears little 
resemblance to the disease we knew ten to twenty 
years ago. The epidemiology of the disease, case-find- 
ing techniques, methods and results of treatment— 
everything but the fact that infection with myco- 
bacterium tuberculosis is a prerequisite for the dis- 
ease—seem different. 

There are 6,907 known cases of tuberculosis under 
supervision. Of these, 1,099 whites and 1,251 Negroes 
or a total of 2,350 individuals have active disease. Of 
the active cases 1,075 are hospitalized, and there are 
1,113 active pulmonary cases at home. Of the active 
cases at home 453 have negative sputum, 104 have 
positive sputum and 556 have not had a sputum ex- 
amination during the year. Seventy-one of the patients 
at home who have positive sputum are AWOL or have 
disciplinary discharges from hospitals; however, 40 
of these AWOL patients are receiving chemotherapy 
at home but the remaining 31 are genuinely re- 
calcitrant, refusing any type of treatment. An addi- 
tional 33 patients with positive sputum are receiving 
out-patient chemotherapy, most of whom have re- 
ceived Maximum Hospital Benefit and have refused 
surgical treatment offered by the hospitals. 

Proper supervision of active tuberculosis cases at 
home cannot be carried out unless the sputum status 
of the patient is known. Most of the active cases at 
home have had chest x-ray films in the clinics but 
this is no excuse for not doing sputum examinations 
on these patients. Certainly no patient with active 
pulmonary tuberculosis should be allowed to go a 
year without sputum examination. This is one phase 
of the program that certainly needs correction. 

The State Board of Health has requested funds from 
the United States Public Health Service to employ 
two nurses to visit the chest clinics and county health 
departments in order to keep them more interested in 
carrying out routine sputum examinations on all active 
cases under their supervision. 

At our last count, 939 patients with pulmonary 
tuberculosis are receiving out-patient treatment in the 
chest clinics. 

The death rate has shown considerable decline in 
South Carolina. In 1955 there were 228 deaths from 
tuberculosis; the death rate was 9.8 per 100,000 pop- 
ulation (5.7 for whites; 16.2 for Negroes). In 1959 a 
total of 157 deaths was reported (96 Negroes and 61 
whites ). The 1959 death rate for whites was 4.1 per 
100,000 population; the death rate for Negroes was 
9.9 per 100,000 which gave us an over-all state tuber- 
culosis death rate of 6.4. 
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It may be of interest that during the year 224 pa- 
tients with active tuberculosis left the sanatorium or 
hospital against medical advice. White males led with 
126, Negro males, 65; white females, 17; and 16 
Negro females. There are numerous and varied reasons 
given for these discharges; among them the lack of 
proper preparation of the patient before entering the 
hospital for a period of separation from his family and 
loved ones. Social, emotional, and economic factors 
certainly entered into the picture in some instances. 
Also, the lack of understanding of the patient’s prob- 
lem by the nursing and medical personnel in the tuber- 
culosis hospital played, maybe, a small but important 
part in some patients’ leaving against medical advice. 

There are case finding and follow-up facilities which 
include the local chest clinics, the State and County 
Tuberculosis Hospitals in all counties of the state but 
because of the decreasing incidence of tuberculosis the 
case finding activities are becoming more and more 
selective. Comparison of figures during the last five 
years shows a decline in the incidence of tuberculosis 
in South Carolina. In 1955 there were 1,218 new 
cases reported (925 of which were active). Last year 
a total of 1,007 new cases (728 of which were active ) 
was reported. This shows an over-all decline of 17.3 
per cent in the number of new tuberculosis cases re- 
ported and a 21 per cent decrease in the number of 
new active cases reported during the five-year period. 
The incidence of tuberculosis has been consistently 
higher in males in the five-year period, that is, for 
every 100 new cases of tuberculosis reported 62 were 
in males and 38 in females. Also, during this period 
the incidence of tuberculosis in Negroes has been con- 
sistently higher as compared with whites. Last year 
there were 477 new cases reported in whites and 530 
in Negroes. This differential is more significant when 
one realizes that only 38 per cent of the population of 
South Carolina is Negro. 

However, pulmonary tuberculosis is a disease of the 
human race and is present among all ages, races, and 
in all strata of society. A high index of suspicion of 
tuberculosis is of great value to the physician when he 
confronts a patient with chest complaints and par- 
ticularly when the patient is an elderly individual who 
may present a ready-made diagnosis. The diagnoses of 
asthma, bronchitis, bronchiectasis, virus pneumonia, 
emphysema or cigarette cough may not only hide a 
multitude of sins but millions of tubercle bacilli. It 
may be that the presence of tuberculosis can be ruled 
out or confirmed only by a careful history, physical 
examination, tuberculin skin tests, x-ray studies, and 
repeated laboratory studies. It is well to remember the 
high incidence in tuberculosis contacts, uncontrolled 
diabetics, patients with gastric resection, chronic 
alcoholics, psychotics, and silicotics. X-ray examination 
of these groups of persons who have a predisposition 
to tuberculosis has been emphasized in the case find- 
ing program, and through this emphasis, the true in- 
cidence of tuberculosis in South Carolina is better re- 
flected. In short, selective case finding, we believe, 
is “paying off” in this State. Incidentally, of the new 
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cases reported last year, only 3 per cent were reported 
by death certificate and were unknown by the official 
health agency prior to death. 

The World Health Organization considers that 
tuberculosis will cease to be a major public health 
problem when no more than 1% of the 14 year old 
children in a community are reactors to tuberculin. 
Selective tuberculin testing in this State indicates 
that about 6% of children 14 years of age have posi- 
tive tuberculin tests. 

In general, the State Board of Health agrees that 
the Arden House deliberations on tuberculosis control 
indicate a shift in empasis as follows: 

In the past, the goal of tuberculosis control had to 
be the “containment of the disease in the hope that 
the reduction of tuberculosis morbidity and mortality 
would in itself, in time, produce the death of the dis- 
ease. 

For the future it is conceived that our goal should 
and must now be total eradication of the tuebrculous 
infection and the tubercle bacillus itself. 

If we accept, in its entirety, this changed concept 
of tuberculosis control, we must expand and in some 
instances modify our use of tools of detection and 
treatment presently available to us. A plan of attack 
must be formulated which will use available funds 
and personnel time in a way to produce the best re- 
sults. As parts of the tuberculosis control program, the 
following general subjects were reviewed by the State 
Board of Health: 

TUBERCULOSIS CASEFINDING 

The periodic clearance of all county tuberculosis 
case registers must be considered to be a routine mat- 
ter. Statistical information most valuable in predicting 
the trend of tuberculosis in each county of the State 
can be obtained from the local case registers if they 
are utilized properly. 

The present individual record of tuberculin sen- 
sitivity which is supplied by the Section of Tuber- 
culosis Control to the county health departments and 
chest clinics will be made available to private phy- 
sicians requesting same. The availability of Old Tuber- 
culin from the State Board of Health to private phy- 
sicians upon request must be better publicized. 

The early and meticulous follow-up of ALL CON- 
TACTS TO ANY TYPE OF TUBERCULOSIS 
SOURCE IS ESSENTIAL. It is obvious that our 
efforts in detecting cases of tuberculosis are somewhat 
wasted if we do not follow through completely in the 
follow-up of ALL contacts. Local health departments 
must continue supervision of post-treatment cases as 
long as necessary and when the patient’s tuberculosis 
has been inactive for five years the patient should be 
sent annual reminders of the necessity of recheck ex- 
aminations. 

Private physicians are encouraged to carry out 
intracutaneous tuberculin testing of their patients, 
with careful follow-up of positive reactors and recent 
converters. Infants and pre-school children attending 
well-baby clinics should be tuberculin tested and the 
source case of the positive reactors must be located. 
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All contacts 16 years of age and under of known cases 
of tuberculosis or of persons dying from tuberculosis 
who were not previously reported as_ tuberculosis 
cases should be tuberculin tested and the positive 
reactors examined by x-ray. Contacts over 16 years of 
age can have x-ray examination without preliminary 
tuberculin testing. , 

The two mobile photofluorographic units currently 
operated by the Section of Tuberculosis Control for 
the detection of unsuspected cases of tuberculosis in 
the apparently well population should be continued. 
The present yield of 1.1 unknown active cases per 
1000 examinations through selective population sur- 
veying continues to make this procedure worth-while. 

CLINIC FACILITIES 

We feel that local clinic facilities for tuberculosis 
detection, for the treatment of patients, for the follow- 
up of cases and contacts, and for health education 
can be strengthened, particularly in the area of pro- 
viding better out-patient treatment. By improvement 
of the caliber of the chest clinics with the present 
availability of the out-patient services of the tuber- 
culosis hospitals, additional consultative services will 
be provided to private physicians. 

The follow-up of known cases should continue for 
a minimum of five years, preferably longer. 

The initial and subsequent follow-up examinations 
should include a physical examination, chest x-ray 
film and bacteriologic examination of each patient. 
With few exceptions, the clinicians conducting the 
chest clinics are inclined to place too much emphasis 
on the interpretation of a chest film and too little 
time in talking with and examining the patient. Fur- 
ther, too little thought is given to the necessity of fre- 
quent examination of the patient’s sputum for tubercle 
bacilli. The above triad must be followed in all chest 
clinics in order to prevent errors in diagnosis and 
classification of the activity of the tuberculous patient. 

HOSPITALIZATION 

The State Board of Health agrees with the concept 
that a period of hospitalization, beginning as soon as 
a diagnosis of active tuberculosis is established, pro- 
vides the best circumstances for the recovery of the 
patient. The patient should continue hospitalization 
until the disease is inactive (about 9 months in the 
majority of cases), or, at least until the patient is no 
longer infectious (not more than six months in most 
cases). It goes without saying that improvements in 
the out-patient chest clinics for continuity of treatment 
and care will be conducive to earlier discharge from 
the sanatoria. Nevertheless, it must be pointed out 
that clinic physicians treating patients on an out- 
patient basis must be able to have patients who are 
not responding to treatment or are in need of surgical 
treatment readily readmitted to the hospital or sana- 
torium. 

There must be prompt notification by the tuber- 
culosis hospitals to the local health department in the 
county in which the patient resides when the patient 
leaves, whether he receives a regular discharge or dis- 
charge against advice. Also, each tuberculosis hospital 





must furnish a_ free 


supply of anti-tuberculous 
drugs to each patient discharged regardless of the 
type of discharge, if such treatment is medically in- 
dicated. The supply of drugs must be adequate to 
treat the patient until arrangements can be made to 
care for him as an out-patient or until he can be re- 
admitted to the tuberculosis hospital. 

A small percentage of patients with active tuber- 
culosis are genuinely recalcitrant and will not co- 
operate with any recommended course of treatment. 
For these, forcible isolation is mandatory. The present 
commitment law is adequate but facilities at the State 
Sanatorium are lacking for keeping these patients. 
Locked wards must be provided for restraining these 
individuals to insure adequate treatment and pro- 
tection of the community. 

LABORATORY SERVICES 

The State Board of Health Laboratory examines 
every sputum and body fluid submitted by chest 
clinics or private physicians by both microscopic smear 
and culture. With the increasing number of cases of 
pulmonary disease due to atypical acid-fast organisms 
being seen in South Carolina, no examination is com- 
plete until the specimen is cultured. When indicated 
and requested drug susceptibility tests can be better 
performed in private, hospital or sanatorium lab- 
oratories where they are presently being carried out 
and where the proper clinical selection of cases re- 
quiring sensitivity tests can be made. 

CHEMOTHERAPY 

The major recommendation of the Arden House 
Conference is a widespread application of chemo- 
therapy as a public health measure for the elimination 
of tuberculosis in the United States. 

Technique: Mobilize all resources for a widespread 
application of the scientifically demonstrated and 
medically accepted procedures of adequate chemo- 
therapy. These include the proper dosage of appropri- 
ate drugs or combinations of drugs given continuously 
over an adequate period of time—procedures that are 
known to destroy tubercle bacilli in the human body, 
render the patient’s disease non-communicable to 
others, and minimize the possibility of reactivation. 

All patients with active tuberculosis must be placed 
under treatment regardless of their residence, whether 
recalcitrant or not. The selection of the drugs used in 
combined therapy should be left to the discretion of 
the attending physician or local chest clinic. However, 
for the official health agency to expand out-patient 
chemotherapy, increased state and local tax funds 
must be made available to purchase anti-tuberculosis 
drugs. Children under the age of three, who develop 
a positive tuberculin reaction, should have prophy- 
lactic chemotherapy, usually INH alone in the dosage 
of 5 mg. per kilogram of body weight per day for one 
year. This recommendation is made because of the 
accepted realization of the danger of hematogenous 
tuberculosis in tuberculin positive infants and young 
children. 

Chemotherapy should be given, under the direction 
of a physician, to an individual of any age with a 
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positive tuberculin reaction who has a newly dis- 
covered lung lesion which is considered to be due to 
active tuberculosis, either in a hospital, or an 
ambulatory basis where adequate justification for hos- 
pitalization does not exist. Also, chemotherapy should 
be considered by the chest clinic or private physician 
for any tuberculin reactor who has a newly discovered 
lung lesion of probable tuberculous etiology, but not 
proved to be active. In the latter patient, careful 
historical, clinical and laboratory examinations must 
be carried out to rule out carcinoma of the lung or 
other disease as the cause for the pulmonary path- 
ology. 

The question of prophylactic chemotherapy for an 
individual over three years of age who is known to 
have converted his or her tuberculin skin test reaction 





during the past year must be left to the discretion of 
the chest clinic or the patient’s physician. 


To make chemotherapy and the other services 
available as outlined in these recommendations, whole- 
hearted support of the medical, nursing and other 
professions as well as the sanatoria, the South Carolina 
Tuberculosis Association and other voluntary associa- 
tions with the State Board of Health and local health 
departments who are legally responsbile for the con- 
trol of tuberculosis, is imperative. 


With the cooperation, interest and enthusiasm of 
all groups and individuals the suggested tuberculosis 
target point (no more than 1% of 14 year old chil- 
dren are reactors to tuberculin) possibly can be 
reached in South Carolina within the next ten years. 
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THE MODERN TREATMENT OF ASTHMA, 
WITH SPECIAL REFERENCE TO GOLD THER- 
APY. L. Banzsky, M. D. Second edition, John Wright 
and Sons, LTD. Bristol, 1959. The Williams and Wil- 
kins Co., Baltimore, exclusive U. S. Agents, $5.00. 

This small volume is a review of much of the cur- 
rent knowledge of bronchial asthma including a dis- 
cussion of theories as to etiology, the allergic aspects, 
the relationship of histamine, the autonomic nervous 
system, and endocrinologic influences. A chapter on 
symptomatic treatment includes comments on many 
of the currently used medications. Much of the book 
is devoted to discussion of the association of tuber- 
culosis with asthma and to the use of gold compounds 
in treatment. According to the author's concepts, 
“—allergy in asthmatics is only a secondary state due 
to tuberculinization (non-active tuberculosis ),—”. 
“Unless the root condition—the tuberculinization of 
the organism—is remedied and the deficient adreno- 
cortical function corrected, a permanent improvement 
cannot be expected. I believe this can be achieved by 
the use of gold in asthma.” Dosage, indications, rou- 
tine, and duration of treatment with gold as well as 
the author’s results with gold therapy are included. 
Though there are a number of supporting references 
for his position with regard to tuberculosis and asthma, 
it is to be noted that most of these references are 
publications in the first quarter of the century. Pres- 
ent concepts of the etiology of asthma are not in agree- 
ment with this thinking. It would appear that there 
is little to support the thought that asthma is related 
in etiology to tuberculosis. Though gold compounds 
have enjoyed limited popularity in rheumatoid arth- 
ritis, experience in asthma has apparently been quite 
small. The basis of any effect produced is certainly 
not clear, and though the reported results appear 
impressive, until further evaluation and observations 
under controlled circumstances have been carried out, 
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conclusions as to its effectiveness should be withheld. 
While portions of this book present much of the cur- 
rent knowledge on bronchial asthma, the author's 
emphasis on a theoretical and unproven etiologic and 
therapeutic approach would seem to limit its use con- 
siderably. 

Kelly McKee, M. D. 


PHARMACOLOGY: The Nature, Action and Use 
of Drugs, by Harry Beckman, M. D., 2nd Ed. W. B. 
Saunders Company, Philadelphia and London. 1961. 
805 pp. 

This is a significant and valuable addition to the 
sources of information on current drug therapy. Dr. 
Beckman has a long and successful record in the 
preparation of books which evaluate drug therapy in 
terms of the practitioner's viewpoint. His extensive 
experience in evaluating past therapies has added 
perspective to this thorough treatment of current drug 
topics. This treatment is, in fact, about as up-to-date 
as the mechanics of book manufacture will permit. 
Journal references on which the discussions are based 
are all recent and well selected. Structural chemical 
formulae are numerous and are illustrated with un- 
usual clarity. They are presented in such way that 
the student or physician with the usual experience in 
organic chemistry can recognize the basic similarity 
which exists in some of the common drug groups. The 
organization of the material is broadly along the lines 
of therapeutic classifications and diverse types of 
information can be readily located. Useful aids in- 
clude a table of the 100 most used drugs with their 
principal pharmacologic actions, therapy and most 
serious undesirable reaction. This volume is certainly 
a highly readable treatment of up-to-date drug ther- 
apy. 

R. P. Walton, M. D. 









FROM MIDNIGHT TO DAYBREAK. Jack C. Nor- 
ris, M. D. Atlanta, 1960. ( Privately Printed ) 

Finding himself a sufferer from insomnia, Dr. Nor- 
ris, once a Charlestonian, now an Atlanta pathologist, 
and alumnus extraordinary of The Medical College of 
South Carolina, decided to put his sleepless hours to 
good use by writing a miscellany of autobiographical, 
philosophical, historical, and medical articles which 
have been gathered together in a small book. As a 
recipient of a copy, this editor has derived enjoyment 
from reading the 65 page volume. It is likely that 
other readers will enjoy the same experience. 

jIw 


NEW AND NONOFFICIAL DRUGS, 1961. J. B. 
Lippincott Co., Philadelphia, 1961. Price $4.00. 

The Council on Drugs of the American Medical 
Association has produced a new edition of the old 
standby. This volume gives a sound critical review 
of the many new drugs available and serves to clarify 
any concepts which have been muddled by high pres- 
sure of their own products by some of the pharma- 
ceutical companies. It is a book to be used frequently 
and with confidence, and to much better effect than 
some of the handbooks which are published without 
the rigid critical approach which this book enjoys. 

JIw 


CELLULAR ASPECTS OF IMMUNITY, edited 
by G. E. W. Wolstenholme and Cecilia M. O'Connor. 
Little, Brown and Co., Boston. 1960 Pp. 495. Price 
$10.00. 

This symposium on the cellular aspects of immunity 
shows that the immunologically competent cell, rather 
than the antibody, has become the central theme of 
immunology. The participants in this symposium pre- 
sented material on the population dynamics of 
mesenchymal cells as they are modified and _ in- 
fluenced by immunological processes. 

Another step forward in this field, as a result of 
this symposium, was the clarification of terminology. 
Throughout the papers and the discussions each mem- 
ber was careful to use the terms as initially defined 
or if needful to carefully define his terms, usually by 
reference to earlier works. Agreement was established 
on some points such as the plasma cells being the 
producers of classical antibodies as well as the fact 
that the immunologily competent mesenchymal cells 
may have any one of at least three morphological ap- 
pearances, namely lymphocyte, histocyte and plasma 
cell. In the more controversial fields the important 
questions are being put a little more clearly than in 
in the past. 

J. Heyward Wynn, Jr. 


BLOOD DISEASES OF INFANCY AND CHILD- 
HOOD. By Carl H. Smith, M. D. 572 pages. C. V. 
Mosby Company, 1960. Price $17.00. 

The publication of a text devoted to the pediatric 
aspects of hematology fulfills a definite need, as 


shown by this excellent work of Dr. Smith. Since 
many blood diseases are particularly limited to child- 
hood, their interpretation is dependent on the under- 
standing of the normal variants to be found, and 
these are thoroughly covered. 

The many problems related to the maternal-fetal 
circulation are discussed and treatment concisely and 
completely presented for diseases such as erythroblas- 
tosis foetalis. The differential diagnosis of jaundice, 
including hematological and non-hematological causes, 
is ably presented and the pathogenesis reviewed. 
Congenital forms of hypoplastic anemias, myoblastic 
anemias of infancy, and the hereditary hemoglobino- 
pathies peculiar to childhood comprise a large portion 
of the section on the anemias. The discussion of dis- 
eases of the reticuloendothelial system and abnormali- 
ties of the myeloid series is brief but has an adequate 
bibliography. Hemorrhagic disorders are well covered 
and the techniques and interpretation of tests for 
their elucidation add greatly to the understanding of 
the student. 

This text can be highly recommended to all students 
and pediatricians, as well as those in other fields 
interested in hematology. 


Charlton deSaussure, M. D. 


THE OUT-PATIENT TREATMENT OF SCHIZO- 
PHRENIA, A Symposium, edited by Samuel C. Scher, 
Ph.D., and Howard R. Davis, Ph.D. Grune & Stratton, 
Inc., New York, 1960. Pp. 256. Price $5.75. 

“The Out-patient Treatment of Schizophrenia”, 
presents, in symposium form, outstanding contribu- 
tions by acknowledged authorities in the field. Among 
these participants are such well known contributors 
to the professional literature as Silvano Arieti and 
Nathan W. Ackerman. 

The subject matter included embraces such areas 
as etiology, concepts, treatment, special technics, 
factors in professional staff morale, therapeutic inter- 
action among patients and their families and the com- 
munity at large and research. 

Following the presentations, there is a discussion 
where agreement and points of disparity in thinking 
are presented. This affords an interesting opportunity 
to have the participants’ divergent thinking on a given 
subject, and it points up the need for considerable 
research. 

One of the interesting points made is that psycho- 
analysis should be looked upon not only as a thera- 
peutic, but also as a research tool. 

Problems in the area of research are considered and 
the need for agreed upon objective standards are 
cited. The need for better integration of services is 
an area given consideration and an allout approach of 
professional and political and community leaders is 
advocated. 

Although much of the thinking presented in this 
volume is the same package presented with a slightly 
different wrapping, it is good to have this contribu- 

(Continued on page 250) 
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(Continued from page 248 ) 
tion from such a variety of outstanding leaders in the 
field and it should serve as a welcomed contribution 
to the ever growing body of professional literature on 
the treatment of schizophrenia. 
Sol B. McLendon, M. D. 


IT’S CHEAPER TO DIE®* by William Michel- 
felder. Published by George Braziller, New York, 
1960. 

The author is a former reporter and editor for 
Hearst and Scripps Howard papers. He has been given 
the A. F. L. - C. I. O. award for Public Service in the 
field of medical costs. He has published two novels— 
the more recent one—‘“Be Not Angry.” The book con- 
sists primarily of a series of charges against the 
American Medical Association and the manufacturing 
drug industry, stating that some of their business 
practices are unprincipled and motivated by a desire 
for monetary gain. 

Typical of the charges are that the American Medi- 
cal Association dictates the business aspect of the 
practice of medicine down to the hospitals and in- 
dividual physicians, that the referral of patients is 
commonly accompanied by fee splitting, that Blue 
Cross exists primarily for the benefit of hospitals and 
that Blue Shield is commonly used as a means of 
hiking professional fees. 

The author is strongly opposed to the “fee for 
service” method of charging. He advocates what he 
terms “comprehensive medical care”. In such a system 
there is the introduction of a third party and the 
physicians are on a salary basis. The Health Insurance 
Plan of New York and the Kaiser System of Hospitals 
on the West Coast are given as examples of a satis- 
factory solution to the economic problems of medical 
care. 

The book is written in a plausible sensational style 


with tear jerking dramatization of specific incidents. 
While many of the arguments are facetious and sup- 
ported by half truths, there is sufficient foundation 
in fact to give cause for concern to the physician who 
has a sense of public and professional responsibility. 
It is an excellent compilation of charges made against 
the present practice of medicine by certain “liberal” 
segments of the population in magazine articles and 
on the air. 

This book should be read by physicians so that 
they may be aware of the nature of these charges, and 
can correct abuses where they exist and refute charges 
which are false. 

°Sub-title to book—Doctors, Drugs and the A.M.A. 
William H. Prioleau, M. D. 


A TRAVELLER’S GUIDE TO GOOD HEALTH. 
Colter Rule, M. D. Doubleday & Company, Inc., 
Garden City, 1960. Price $3.95. 

This is a pleasingly constructed work for the 
traveller of all categories, and is an effort to instruct 
the tourist in acceptable ways of avoiding minor ail- 
ments which are likely to occur during an extended 
trip. Essentially these ailments are the same to which 
one might be subject at home, but the author goes 
into those aspects which are particularly applicable in 
travelling. He describes the necessary immunizations, 
kind of clothing, first aid equipment, basic medicines, 
and concludes with a very worthwhile chapter on 
the psychology of travel. A glossary gives translations 
of common sentences or phrases which might be use- 
ful in giving a history of any ailment to the foreign 
physician who does not speak English. 

This book would seem to be a very useful reference 
book for the person who is about to join the millions 
who travel from America. 
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